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“THE PATHOLOGY OF CORONARY ARTERY SCLEROSIS 
AND THROMBOSIS* 


B. EARL CLARKE, M.D. 


(As originally presented this paper was accompanied by more than thirty diagrams 
and photomicrographs in color that substantiated the statements made and added 
interest and clarity to the paper. — THE EDITORS) 


The Author. B. Earl Clarke, M.D., of Providence. 
Pathologist, Rhode Island Hospital. President, Provi- 
dence Medical Association. 


ITH a few exceptions — which we do not 

have time to enumerate — acute occlusion of 
a coronary artery is super-imposed upon a pre- 
existing arteriosclerosis. I wish to review with 
you, quite hurriedly, the possible mechanisms of the 
final occlusion which results in acute symptoms. 

We are accustomed to speak of coronary throm- 
bosis, and indeed in the majority of cases, at post 
mortem examination, a thrombus will be found 
occluding the narrowed lumen of the sclerotic art- 
ery. This thrombus formation, however, must have 
been initiated by something. Numerous theories 
have been advanced — many of which probably do 
operate in certain cases — but factual support of 
these theories is usually lacking. During the last 
few years information has been produced that 
seems to explain many cases. 

The first diagram is intended to illustrate the 
oldest and most time-honored idea. It shows a 
coronary artery sectioned longitudinally with the 
lumen greatly narrowed and distorted by an arterio- 
sclerotic process. The theory is that, as a result of 
this deformity, a pool is formed within which the 
blood eddies, becomes stagnant, and finally clots. 
Anything that lowers the blood pressure and slows 
the blood stream may hasten the clotting. Circu- 
latory failure, shock, infections, and bed rest are 
thus predisposing causes. Dehydration and in- 
creased viscosity of the blood may also be a factor. 
This theory fails to offer an explanation of the 
clinical observation that many cases of coronary 
occlusion are precipitated by unusual exertions or 
emotions that cause sudden increase of blood pres- 
sure and increase the rate of blood flow. 

*Presented at the 134th Annual Meeting of the Rhcde 
Island Medical Society as part of a round table discussion 


a “Coronary Artery Disease,” on May 17, 1945, at Provi- 
lence. 


A second theory proposes the rupture or ulcera- 
tion of an atheromatous plaque. This may result 
in occlusiom by more than one mechanisfn. (1) The 
roof of the plaque may be loosened at the down- 
stream end and flap up against the opposite wall, 
thus occluding the lumen. A thrombus then forms 
behind this obstruction. (2) A second possibility 
is that the roof of the plaque may be ruptured and 
its atheromatous content be discharged as an em- 
bolus which lodges in a narrowed lumen upstream. 
A thrombus then forms behind this. (3) A third 
suggestion is that a thrombus forms on the rough- 
ened surface of the atheromatous ulcer. 


The weakness of this theory is that no reason is 
given for the sudden rupture or ulceration of the 
atheromatous plaque. Also, it is difficult to connect 
this with increased blood pressure, slowing of the 
blood stream, or increased viscosity of the blood. 


In 1936, Patterson of Toronto first published 
studies that suggested that acute coronary occlusion 
is the result of hemorrhage from rupture of intimal 
capillaries. Later this was confirmed and elaborated 
by Winternitz, et al, of New Haven. Several others 
have published supportive evidence. 


Capillary vessels have never been demonstrated 
within the intima of normal human arteries. Win- 
ternitz and his co-workers have demonstrated them 
in animals. But every pathologist of experience 
knows that they are frequently present within the 
thickened intima of sclerotic vessels. Sometimes 
they occur deep and are presumed to come from the 
vasa vasorum of the adventitia and sometimes they 
are superficial and are presumed to come directly 
from the endothelial lining of the vessel. In fact, 
they can sometimes be seen to communicate directly 
with the lumen of the artery. It appears that they 
are formed in response to the atheromatous lesion, 
probably as an attempt at repair. They are anal- 
ogous to granulation tissue which is formed in the 
organization or repair of many other types of 


lesions. 
continued on next page 
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Because these capillaries open directly into a 
relatively large artery they are subject to sudden 
increase of blood pressure. Because they are sur- 
rounded by soft atheromatous material they have 
little support and are easily ruptured, resulting in 
hemorrhage. 

This hemorrhage may lead to occlusion by any 
one of several mechanisms. (1) The hemorrhage 
may be so large that it swells the atheromatous 
plaque until the lumen is obliterated. In this case 
no thrombus is needed. On gross examination, such 
a hemorrhage looks like a thrombus, but micros- 
copic study will show that it is all beneath the en- 
dothelium. (2) The hemorrhage may not enlarge 
the plaque, but may extend to its endothelial sur- 
face causing injury or even rupture and a thrombus 
is formed on the injured surface. (3) The hemor- 
rhage may initiate thrombus formation within a 
capillary with propagation along the capillary to 
its orifice on the endothelial surface where it forms 
the starting point for a thrombus which occludes 
the coronary lumen. 

Intimal hemorrhage also offers a reasonable ex- 
planation for some cases of acute coronary occlu- 
sion that seem to have no relation to exertion or 
emotion (increase of blood pressure). Such an 
increase of blood pressure may result in rupture of 
a capillary and a small intimal hemorrhage with no 
immediate occlusion. This hemorrhage then in- 
creases and spreads until eventually the intimal 
surface is involved, with resulting thrombosis. 
Thus the occlusion may occur two or three days 
after the initial hemorrhage. This suggestion is 
supported by the finding of recent thrombus over 
an area in which the presence of blood pigment in- 
dicates an old hemorrhage. 


The occlusion of the coronary artery results in 
death or infarction of the myocardium. This necro- 
sis may be grossly visible as an opaque, yellowish 
discoloration. If the necrosis reaches the epicardial 
surface a fibrinous exudate is formed upon it. This 
explains the friction rub heard clinically. Also, a 
mural thrombus may be formed upon the endocar- 
dial surface. 


Incases of sudden death no morphological change 
in the myocardium may be demonstrable. If the 
patient survives a few hours the involved muscle 
fibers become hyaline and stain more deeply. There 
may be some hemorrhage. Within 24 hours poly- 
morphonuclear leucocytes begin to appear at the 
periphery of the necrotic area and this increases for 
four or five days. At about the fourth day eosino- 
philes and large mononuclear leucocytes begin to 
appear and gradually replace the polys. Also, at 
about the fourth day, granulation tissue begins to 
grow in. Collagen begins to be laid down within the 
granulation tissue at ten or twelve days and is quite 
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prominent at twenty-one days. After three months 
dense scar tissue remains. 

In closing, I wish to show you the post mortem 
findings in a typical case. A woman of 54 was the 
patient of Dr. Alex Burgess. Her symptoms came 
on suddenly while playing bridge. This suggests 
a possible reason for sudden increase of blood 
pressure. She was admitted to the hospital and in 
spite of being a restless and uncooperative patient 
seemed to be doing nicely until the 13th day when 
she suddenly died. 

The first picture shows the unopened pericardial 
sac. It is greatly distended and the bluish color 
visible through it indicates blood. The second pic- 
ture shows the pericardial sac opened. Much of the 
blood was liquid and was removed, but there re- 
mains a large blood clot. This has been split and the 
two parts separated so that the heart is visible. This 
is the heart with a great ragged tear in the wall of 
the left ventricle. Here is the heart laid open. The 
necrotic muscle is yellow. There is a mural throm- 
bus on the endocardial surface. This is a cross sec- 
tion of the descending branch of the left coronary 
artery. Its wall is thickened and its lumen markedly 
reduced by arteriosclerosis. The remaining small 
lumen is occluded by thrombus. This thrombus is 
partially organized. In the adjacent tissue of the 
sclerotic plaque is blood pigment, indicating old 
hemorrhage which we assume occurred at the time 
of the initial attack or 13 days before death. 

There is considerable repair reaction in the 
myocardium with the formation of vascular scar 
tissue (granulation tissue). A section from the 
edge of the rupture shows necrotic muscle and 
hemorrhage. 
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RECENT ADVANCES IN THE TREATMENT OF 
ACUTE MYOCARDIAL INFARCTION* 


ARTHUR J. GEIGER, M.D. 


The Author. Arthur J. Geiger, M.D., of New Haven, 
Conn. Associate Physician, New Haven Hospital and 
Dispensary. Assistant Professor of Medicine, Yale 
University School of Medicine. 


ii is difficult in 1945 to say something significantly 
new about the treatment of acute infarction of 
the heart, for we still follow largely the therapeutic 
practices that were laid down two and three decades 
ago. These well-established cardinal principles of 
therapy include (1) the prompt relief of pain, (2) 
the provision of relative rest for the injured heart 
and (3) the anticipation, prevention and treatment 
of complications. It is chiefly in the details com- 
prising these cardinal principles that changes occur 
from time to time as we strive for progress ; and it 
is with such details that this discussion will chiefly 
deal. 
Prompt Relief of Pain 

The abolition or amelioration of pain at the earli- 
est possible moment is not only of utmost concern 
to the patient but is of pathological importance also, 
because protracted pain, when exceedingly severe, 
probably predisposes to the development of shock 
which may prove a serious complication of the acute 
illness. 

Morphine is the time-honored remedy for the 


relief of pain due to infarction of the heart. Un- 


der these circumstances the drug should be admin- 
istered hypodermically or even intravenously, and 
the dose should be generous; if the pain is severe 
one may safely give 0.032 Gm. (¥% gr.), and it is 
permissible to repeat this dose in half an hour if 
necessary. Morphine possesses potent analgesic 
and hypnotic effects, both of which are desirable 
for the acutely stricken patient. However, the drug 
has certain disadvantages. Thus, morphine com- 
monly exhibits a late central emetic action, and 
some patients also manifest early emetic effects due 
probably to idiosyncrasy. Vomiting leads to dehy- 
dration and predisposes to shock. Moreover, the 
act of retching and vomiting effectively produces 
the Valsalva manoever which causes distension of 
the heart and stretching of muscle that has suffered 


*Presented at the 134th Annual Meeting of the Rhode 
Island Medical Society as part of a round table discussion 
Petal Artery Disease”, at Providence, May 17, 


infarction. Morphine tends also to induce consti- 
pation and abdominal distension through local in- 
testinal action, and distension can be a distressing 
and troublesome event early in the illness. The 
respiratory depressant effect of morphine is usually 
inconspicuous in acute myocardial infarction, for 
severe pain is a physiological antagonist to this 
action ; respiratory depression is not apt to develop 
unless large doses of morphine are unnecessarily 
repeated. Finally, there is evidence that large doses 
of morphine may constrict coronary arteries 
through central vagus stimulation. Atropine theo- 
retically prevents this effect and is often given to- 
gether with morphine for this purpose. The dis- 
advantages of morphine have aroused interest in 
other agents for the relief of the pain. These in- 
clude other potent analgetics such as dilaudid and 
demerol, papaverine and oxygen. _ 

Dilaudid possesses less of the undesirable side- 
actions of morphine on the gastro-intestinal tract, 
has potent analgesic action, but lacks the hypnotic 
effect that is helpful and desirable in quieting the 
patient with acute myocardial infarction. This last 
deficiency can readily be corrected by administering 
one of the non-narcotic sedatives along with the 
dilaudid. 

Demerol is probably superior to dilaudid as a 
substitute for morphine in the control of severe 
heart pain. In doses of 0.1 to 0.15 Gm. demerol is 
a potent analgetic, has fairly good sedative effects 
which are easily intensified by adding a barbiturate 
sedative, and causes relatively little gastro-intesti- 
nal disturbance. 

Papaverine is currently attracting interest for 
the treatment of acute myocardial infarction.’ This 
opium alkaloid, though relatively weak in its central 
analgesic and hypnotic effects, may nevertheless 
prove highly effective for the relief of coronary 
pain through its possession of a powerful local 
dilator effect on vessels in spasm. It has been dem- 
onstrated experimentally” that sudden occlusion of 
relatively large branches of the coronary arteries 
results in reflex spastic narrowing of unoccluded 
neighboring coronary branches. As a consequence 
or accompaniment of such regional spasm the area 
of cardiac ischemia and infarction is increased, and 
there are established foci of myocardial irritabilty 


from which emanate ectopic beats, ventricular tach- 
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ycardia and ventricular fibrillation. Papaverine ap- 
pears to overcome the reflex coronary spasm, per- 
mits a better flow of blood through intercoronary 
communications beyond the point of occlusion, and 
protects against the development of increased myo- 
cardial irritability with its attendant dangers. 
Papaverine is apparently superior in this respect 
to the nitrites because it has a longer duration of 
action than either nitroglycerine or sodium nitrite, 
and unlike the nitrites, which cause generalized 
arteriolar dilatation and threaten an undesirable 
fall in blood pressure, papaverine exerts its maxi- 
mal and only sjgnificant vasodilator effect where it 
is needed — on the spastic coronarv vessels.* In 
the past two years papaverine has become prac- 
tically routine medication on our wards in the treat- 
ment of acute myocardial infarction. Injection of 
the drug is often accompanied or promptly fol- 
lowed by complete or considerable relief of pain 
or the disappearance of ectopic ventricular beats. If 
pain is inadequately relieved by papaverine, morph- 
ine in usual doses may be given without danger of 
respiratory depression, for papaverine’s effect on 
the respiratory center is one of mild stimulation. 
The effective use of papaverine for acute myocar- 
dial infarction calls for a dose of about 0.1 Gm. ; 
this may be given either intramuscularly or intrav- 
enously. For intravenous administration the drug 
should be diluted in 50 cc. of glucose solution and 
the injection made slowly (5 to 10 min.) to avoid 
unpleasant side effects. Injections may be repeated 
at three or four hour intervals for the first several 
days of the acute phase. 


Oxygen in concentrations approximating 100 per 
cent are sometimes dramatically effective in reliev- 
ing pain which has not responded adequately to 
drug medication. This result may be seen even in 
the absence of cyanosis. To obtain the required 
high concentration of oxygen it is essential to use 
a face mask for the administration, for neither the 
intranasal nor tent technics yield sufficiently high 
oxygen tensions in the lungs for this particular 


purpose. 


Provision of Relative Rest for the Acutely 
Injured Heart 


The rationale of this objective is obvious for an 
actively contracting organ that has suffered infarc- 
tion of part of its wall. The provision of optimal 
rest calls for attention to both physical and mental 
factors, the consideration of which may be divided 
conveniently into subheadings as follows: 


Prompt Relief of Pain, already discussed, lessens 
the anxiety and restlessness of the acute attack, 
quiets the patient and diminishes the cardiac out- 
put and work. 
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Diet. It is well known that the ingestion of food 
and water transiently increases the cardiac output 
and work. The customary practice of offering these 
patients a light and easily digestible diet and small 
quantities of food during the first week or two has 
a rational foundation. Such a dietary practice tends 
also to prevent abdominal distension whose devel- 
opment may present a distressing problem. Master‘ 
has recently been advocating more radical dietary 
restriction. On the ground that a semi-starvation 
diet leads to a hypometabolic state in which the 
heart rate slows, the blood pressure falls, and the 
cardiac output and work are diminished, Master 
has placed his patients for weeks on a diet of 800 
calories, supplemented with vitamins: and as the 
activity of the patient increases during convale- 
scence the caloric allowance is gradually raised to 
1200-1500 and is kept at this level for some months. 
We have not yet been induced to impose so severe 
and prolonged a dietary restriction on our patients, 
particularly since the desired hypometabolic state 
is not attained until an average of two to four weeks 
have elapsed, by which time the maximal need for 
rest by the heart has been largely passed. Adinit- 
tedly, so restricted a diet will reduce obesity, and 
to a certain extent this may be advantageous, but 
it is questionable whether this may be a wholly 
desirable objective. Our practice is the common 
one of introducing a restricted diet during the first 
week or 10 days of acute illness, followed by a more 
normal allowance of readily digestible foods. 

General Rest. There has been much ado recently 
about the abuse of bed rest generally in medical 
treatment, including the management of cardiac 
patients and not excluding cases of acute myocar- 
dial infarction.’ That bed rest has probably often 
been imposed to excess as a therapeutic adjunct is 


not denied, and a critical reappraisal of rest in ther- ° 


apy is undoubtedly wholesome. However, one is 
inclined to regard acute myocardial infarction as at 
least one condition in which several weeks of bed 
rest is a vital essential of treatment. Thus far no 
one appears to have produced clinical evidence, be- 
yond that of impressions, to indicate that bed rest 
can safely be ignored or greatly curtailed in the 
proper treatment of this condition ; and the meager 
experimental evidence, such as that rats with myo- 
cardial burns suffer a higher mortality when re- 
stricted to “straight jacket” confinement than when 
given the liberty of their cages,° deals with experi- 
mental conditions that are hardly analogous to a 
patient with myocardial infarction who is kept in 
bed. On the other hand, there is much evidence, 
both experimental and clinical, to support common 
sense and traditional practice in keeping the patient 
with an acutely injured heart at rest until the fri- 
able infarct has had an opportunity to heal. Thus, 
Levine’ long ago presented histological evidence 
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that acute myocardial infarcts in man require four 
to eight weeks to become fibrosed, and more recent- 
ly Mallory and White have confirmed this ob- 
servation with similar and more extensive observa- 
tions. Cooksey,*® in a follow-up study of patients 
who had suffered acute myocardial infarction, 
found that those who had ignored medical advice 
and resumed activity early developed congestive 
failure, angina pectoris, recurrent coronary throm- 
bosis and cardiac aneurysm in significantly higher 
incidence. Sutton and Davis® proved that dogs, 
when exercised early following coronary artery 
ligations, developed larger myocardial scars and 
aneurysms than did animals whose activity was 
restricted. In our own clinical experience, we have 
seen at necropsy only two cases of cardiac rupture 
complicating myocardial infarction during the past 
two years ; both were in psychotic patients who had 
not been treated with bed rest — one was an agi- 
tated case in whom rest was impossible to impose, 
and the other was a case of catatonic schizophrenia 
in whom the diagnosis of acute coronary thrombosis 
had been missed. 

We have not been induced, therefore, to alter our 
customary practice of imposing bed rest of several 
weeks duration on patients with acute myocardial 
infarction. We insist on immediate and absolute 
bed rest during the first week of the acute phase, 
during which the patient may lie relatively supine 
or moderately elevated as best suits his comfort or 
the doctor’s wish. Sedation is furnished as required 
to promote relaxation and sleep, particularly during 
the first few days. The patient is ordered to exert 
no muscular effort, he is fed by an attendant, the 
traditional nursing ritual of a daily bed bath and 
change of linen is discouraged, and the bowels are 
left to nature but movements may be facilitated by 
the use of mineral oil. If distension threatens, a 
useful expedient may be found in the modified 
colonic irrigation recommended by Dr. Harold’M. 
Marvin. The technic involves the insertion of a 
rectal tube which is attached to the vertical arm of 
a Y-shaped glass tube. One arm of the Y is con- 
nected with tubing to an enema reservoir from 
which a pint or two of water is admitted into the 
rectum; from the other arm of the Y a tube leads 
down to a receptable under the bed into which is 
discharged the outflow of the irrigation. Pinch- 
clamps on the extended arms of the Y-tube control 
the direction and volume of the irrigating flow. 
This procedure permits emptying the bowels with 
virtually no effort or cooperation on the part of the 
patient. 

During the second week, if convalescence is pro- 
ceeding smoothly, the patient is given upward 
massage of the legs two or three times daily to stim- 
ulate the venous return and protect against phleb- 
othrombosis, he may be allowed to feed himself, 
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and the bowels are made to move every two to four 
days by the usual medical means if necessary. Dur- 
ing the third and fourth week the patient progresses 
through passive leg raising (10 to 20 elevations two 
to three times daily) to isometric and finally to 
isotonic contractions of the calf and thigh muscles. 
These attentions to the legs stimulate the venous 
return, maintain the leg muscles in better condition 
for the resumption of activity, and encourage the 
patient who finds his schedule of activity steadily 
increasing. 

At the end of the fourth uneventful week, some- 
times slightly earlier, the patient is permitted to sit 
up in a chair and proceeds gradually to walking in 
the course of the week. The speed with which ac- 
tivity is thereafter increased will depend upon the 
patient’s tolerance, but in most cases the ultimate. 
and optimal level of activity will have been reached 
in about three months from the beginning of the 
illness. The prescription of rest herein outlined 
can hardly be viewed as abusive to the patient ; less 
than this would rather seem abusive to the heart. 
Moreover, the criticism that prolonged confinement 
to bed makes a neurotic patient can hardly be raised, 
for the regimen is characterized by progressive and 
encouraging activity while at bed rest, and every 
physician should possess enough psychotherapeutic 
interest and skill to present a month’s confinement 
to bed as an entirely tolerable and acceptable con- 
tribution by the patient toward his recovery. 


Anticipation, Prevention and Treatment of 
Complications 

The majority of patients who survive the first 
moments of acute myocardial infarction pass 
through the early and late convalescent phases of 
their illness without catastrophe, but the physician 
must stand ready to deal with a variety of compli- 
cations, some of which may be briefly discussed. 

Shock. The mechanism of the shock that some- 
times develops with acute myocardial infarction is 
not entirely clear. While it is tempting to attribute 
it to muscular failure of the acutely injured heart, - 
the clinical appearances are rather more those of 
peripheral vascular collapse. It is probable that 
shock may in part be prevented by prompt relief of 
severe pain, by the correction of anoxemia, and by 
the prevention and treatment of vomiting and de- 
hydration. If shock develops, we treat it by giving 
supplemental oxygen and by supporting the periph- 
eral circulation with plasma infusion and with the 
parenteral administration of salt solution if dehy- 
dration is present. It is doubtful whether most 
sympathomimetic drugs are of value and also with- 
out danger. Epinephrine is theoretically objection- 
able because it causes an abrupt increase in cardiac 
work and because it may render the heart more 


susceptible to m development of ventricular tach- 
continued on next page 
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ycardia and fibrillation. Paredrine would seem to 
be the drug of preference in this group, for its 
peripheral vasoconstrictor effects are moderate yet 
sustained, and from pharmacological experiments 
it appears that paredrine increases the venous tone 
and return of blood to the heart. Digitalis is of no 
apparent value in the treatment of shock occurring 
under these circumstances. 


Auricular Fibrillation. This arrhythmia is com- 
mon as an immediate consequence of acute myo- 
cardial infarction, but it is usually transient. It may 
be ignored unless an excessively high ventricular 
rate threatens or actually results in congestive fail- 
ure, in which case it may be treated in the usual 
manner with digitalis or quinidine. 


Congestive Failure. Fortunately, this complica- 
tion occurs infrequently in the acute phase of myo- 
cardial infarction, but when it occurs, whether early 
or late in the course of the illness, we have no hesi- 
tancy in treating along the usual lines including the 
administration of digitalis. The employment of the 
drug under these circumstances should carefully 
avoid intoxication, and it is our practice to admin- 
ister approximately three-fourths of the usual dig- 
italizing and maintenance quantities. 

There is a wide-spread fear of employing digitalis 
in the presence of acute myocardial infarction, but 
each of the arguments that have been advanced can 
be effectively answered. Thus, digitalis has been 
viewed as increasing the irritability of the heart 
muscle and predisposing to the development of 
ectopic beats and ventricular tachycardia, but there 
is no convincing evidence that this is true if care is 
taken to avoid intoxication with the drug. Digitalis 
has been thought to increase the danger of cardiac 
rupture through its effect of increasing the systolic 
force, but the danger of cardiac rupture would seem 
equally great from allowing the failing and un- 
treated heart to dilate, and Gold’® states that dig- 
italis does not cause the intraventricular pressure 
to rise. The notion that digitalis may cause con- 
striction of the coronary arteries in man lacks ex- 
perimental proof. The argument that digitalis 
forces the heart to work harder is also fallacious, 
for Peters and Visscher"! have shown that digitalis 
improves the output of the failing heart not through 
any mechanism of muscular stimulation but through 
increase of the efficiency of muscular contraction. 
Finally, the fact that digitalis may not prevent a 
high mortality in these patients should not be 
blamed necessarily upon the use of the drug but 
rather upon the massive infarcts that are usually 
found at necropsy in these cases. We find it diffi- 
cult to stand by and withhold digitalis while the 
patient proceeds to die of progressive congestive 
failure. Those who are still reluctant to employ 
digitalis in the presence of myocardial infarction 
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advocate the administration of mercurial diuretics 
in an effort to control the congestive failure. 

Ventricular Ectopic Beats, Tachycardia and 
Fibrillation. The two latter events are among the 
most dreaded and serious conplications to be met. 
The mechanism which probably underlies the de- 
velopment of these ectopic rhythms and their pre- 
vention have already been alluded to in the discus- 
sion of papaverine. Prophylaxis may also be at- 
tempted with quinidine sulfate, whose use has been 
championed by Levine’? either as routine medica- 
tion in all cases or when ectopic beats are present. 
The recommended doses are 0.2 to 0.4 Gm., orally, 
three times daily and continued through the first 
two or three weeks of the acute illness. Should 
ventricular tachycardia develop, the outcome is 
likely to be fatal, but attempt at control may at 
least be made with quinidine in full doses of 2 Gm. 
or more per day, if heart block is not present ; the 
intravenous injection of magnesium sulfate has 
also been recommended, but we have had no ex- 
perience with this form of treatment. 

Stokes-Adams Attacks Due to A-V Block. The 
control of this condition when it accompanies acute 
myocardial infarction follows the same lines of 
treatment as under other circumstances. 

Massive Pulmonary Embolism. The commonest 
source for the emboli concerned is not the heart but 
the deep veins of the legs. Prevention involves the 
early institution of upward massage of the legs and 
leg exercises as outlined previously. The prophy- 
lactic use of anticoagulant agents is interesting to 
speculate upon and to consider experimentally. 

Cardiac Rupture and Cardiac Aneurysm. These 
complications would seem best prevented by the 
imposition of bed rest and the provision of excellent 
nursing care during at least the first two weeks of 
the acute episode, when the danger of these devel- 
opments is greatest. 

In conclusion, one may repeat that the modern 
treatment of acute myocardial infarction follows 
the familiar lines of long established practice, but 
that interesting and promising innovations involv- 
ing the details of management periodically make 
their appearance in what we may hopefully regard 


as progress. 
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HIs problem would seem to me to fall naturally 

into two parts. The first has to do with those 
emotional disturbances which may act as precipi- 
tants or incitants of acute accidents to the coronary 
system. The second problem, and much the more 
difficult of the two to have any clear ideas about, is 
concerned with the relationship of the personality 
to the development of coronary artery disease. 
These two parts are, to be sure, closely related to 
each other — but in the interests of clarity and 
brevity I should like to separate them. 

It is a generally recognized fact that a great 
variety of indifferent stimuli may precipitate car- 
diac infarction in a patient with coronary arterio- 
sclerosis or atherosclerosis. Among such stimuli 
must be included effort, exposure to cold, infec- 
tions (such as grippe or pneumonia) allergic re- 
actions (such as serum sickness) and perhaps the 
response to certain drugs. 

Any experienced clinician can cull from his mem- 
ory instances in which a profound emotional upset 
was followed by what we call a coronary accident. 
Iam sure that the moderator of this Round Table 
Discussion could cite dozens of stich cases. Dr. 
Ernst Boast of New York told me of two in his 
recent experience. The first was a man who heard 
a crash of automobiles in front of his house. He 


dashed to the window only to see his own son’s car. 


in the wreck. Whereupon he was seized with a 
gripping substernal pain and suffered from a car- 
diac infarction. The second was an elderly physi- 
cian —a sufferer from hypertension. He began to 
complain of slight indigestion and, being hypochon- 
driacal, he feared at once that he had a cancer of 
the stomach. But he was afraid to seek medical 
advice. He brooded over his illness and said to 
himself : “If T have lost weight, then I surely have 
acancer”. After a month of torturesome worry he 
finally summoned up enough courage to step upon 
the scales, whereupon he suffered a sudden coro- 
nary occlusion and died shortly thereafter. 


*Presented at the 134 Annual Meeting of the Rhode 
Island Medical Society as part of a round table discussion 
[er Artery Disease”, at Providence, May 17, 


I, myself,* saw a patient last year — a man in his 
early sixties — who was awakened out of a quiet 
sleep with the characteristic crushing pain of coro- 
nary occlusion. He was in a state of collapse. This 
man had consulted me on and off over a period of 
ten years. He had never had any cardiovascular 
symptoms or signs. He came to see me principally 
to discuss various family matters concerning a 
daughter who was going through a stormy adole- 
scence and concerning his wife, whom he admired 
and loved, and on whom he was greatly dependent. 
She was in her 49th year, in good health. On May 
13, 1943, while sitting at her desk she had a sudden 
apoplectic stroke with a resulting left-sided hemi- 
plegia. Her husband, as you can well imagine, was 
shocked and frightened almost beyond endurance. 
At first he tried to deny to himself the serious im- 
plications of what had happened. He talked about 
moving his wife at once to their country home. But 
when I explained to him how much was at stake he 
accepted the facts heroically and became her vigi- 
lant, devoted, though over-anxious, attendant. She 
made a slow, although satisfactory recovery, but 
being a vain and beautiful woman of limited re- 
sources she slipped gradually into a depression in 
which she frequently threatened to take her own 
life. Her husband was worried and distressed al- 
most beyond endurance. He was‘a stock-broker 
who hid his own emotional insecurity behind an 
over-emphasis on the possession of worldly goods 
and whose prop and mainstay had been his attrac- 
tive and vivacious wife. Her disability and de- 
pression was more than he could bear. He fre- 
quently came to me and said, with tears in his eyes, 
“T can’t stand it any longer. I could never live 
through another year like this”. He was right. On 
May 9th, 1944 he had his coronary occlusion and 
on May 13th — exactly a year to the day after his 
wife’s stroke—his ventricle ruptured and he 
breathed his last. 

Perhaps this is a coincidence. I draw no infer- 
ences from this case alone except to say that coin- 
cidence are themselves facts of nature worth in- 
vestigating. In each case that I have mentioned the 
emotion involved was one of intense fear, or better 
— anxiety — a complicated state in which hostility 


as a defense against fear is also mobilized. There 
on next page 
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are many instances in which a sudden outburst of 
rage has resulted in a so-called “heart attack”. You 
will recall the prophetic words of John Hunter®: 
“T am at the mercy of any rascal who causes me to 
lose my temper”. Shortly after uttering them he 
- was angered in an altercation with some colleagues 
and he dropped dead. 


It is very easy to see why the heart should react 
strongly in fear or anger. An analysis of the 
nature of this reaction has recently been made in a 
study, as yet unpublished, by Drs. George A. Wolf‘ 
and Harold G. Wolff from the Department of 
Medicine and Psychiatry of the Cornell Medical 
College. They measured the cardiac output with a 
ballistocardiograph, the pulse rate and blood pres- 
sure in the usual manner, and respiratory rate and 
depth with a spirometer. These observations were 
correlated with ones made on the varying emotions 
occurring in actual life-situations. Their experi- 
ments indicated that the efficiency of the cardio- 
spiratory function was impaired under circum- 
stances which resulted in conflict and sustained re- 
actions of anger, frustration, humiliation and anx- 
iety. When palpitation accompanied these emotions 
it was associated with a high level of cardiac output 
and stroke volume. In the presence of anxiety, fear 
and resentment —the cold hands and sweating 
which occurred were associated with a prolonged 
elevation of the blood pressure — implying in- 
creased peripheral resistance. Anginal pain accom- 
panying rage, frustration and feelings of defeat 
was associated with a fall in cardiac output suggest- 
ing a diminished coronary blood flow. These in- 
vestigators believe that different individuals react 
differently to the same life-situation; and, more- 
over, that a given individual tends to react under 
different circumstances in many different ways as 
regards his cardiorespiratory function. 


This leads us then to the second part of our in- 
quiry. Is there a type of person who has a tendency 
to develop disease of the coronary arteries result- 
ing eventually in occlusion and infarction? There 
are those who believe this to be so. Among them 
Dunbar‘ and Arlow who have described a stubborn, 
self-willed man given to hard work, self-discipline 
and compulsive devotion to finishing the task 
which he sets himself — always driving himself on 
to success. His criterion of success means at least 
equalling his superiors and surpassing and dominat- 
ing others. He has a tendency to neglect himself 
and make himself a martyr to his own ideals. Su- 
perficially he appears outgoing and self-reliant, but 
he dislikes sharing responsibility and he is given to 
brooding. He does not let others see his anxiety 
and depression which he attempts to master with 
compulsive ascetiscism and renewed hard work. 
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A recent communication by Arlow,® to be pub- 
lished in Psychosomatic Medicine, includes the 
analysis of thirteen cases of coronary occlusion. 
The first patient was a motorman who came from a 
long line of railroad workers. His great-grand- 
father, grandfather and father were all motormen 
or engineers. After a few odd jobs he began to 
work for the railroad and worked his way up to 
engineer. He then transferred to the City Transit 
System where he did hard conscientious work for 
twelve years. He was extremely proud of his ex- 
cellent record but the responsibility for the lives 
of his passengers weighed heavily on him. There 
were several near-mishaps after which he felt ex- 
tremely anxious. About five years before his coro- 
nary occlusion occurred he began to develop evi- 
dence of peripheral vascular disease. He was 
offered less strenuous work as a clerk, but he was 
unhappy at it and on his own insistence he returned 
to the motorman’s cab. One year before his illness, 
he had a dream in which his train struck down a 
friend of his — another railroad worker. The pa- 
tient awakened from this dream in a panic with a 
pouriding heart. On the day of the onset of the 
patient’s heart attack, he inadvertantly drove his 
train past a switch at the height of the subway rush 
hour —a mishap which was clearly due to his own 
negligence. When he realized what he had done he 
stopped his train and rushed from his cab to the 
nearest communication point — only thirty feet 
away. He telephoned the control station in time. 
On the way back when the danger was passed he 
began to experience breathlessness and pain in the 
chest, which he said felt “as though a truck drove 
up on me and stayed there”. 


This greatly abridged and condensed case history 
is typical of those on which the characterological 
studies referred to are based. I am not prepared to 
express a final opinion on the personality alleged to 
be typical of sufferers from coronary artery disease. 
Like other descriptions of the sort, this one should 
be approached with skepticism ; even though I sus- 
pect that it contains more than a germ of truth. 
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I’ describing the clinical features of acute coro- 
nary thrombosis I must preface my remarks by 
the statement that obviously my discussion must 
be confined to those instances of the condition 
which are clinically recognizable. As is well known 
thrombosis of a coronary artery is at times found 
to have occurred in people in whom either the 
presence of co-existing conditions has overshad- 
owed the evidence of myocardial infarction or in 
whom such an infarction has given rise to a train of 
complaints sufficiently trivial in the judgment of 
the patient and the physicians as to cause their real 
nature to be completely misinterpreted: That throm- 
hosis occurs without infarction and without any 
acute clinical attack is also well understood. The 
classical picture, however, oft described and fa- 
mniliar to every practitioner, may be summarized in 
a few words as follows: An attack of “crushing” 
pain in the chest,or upper abdomen with spread to 
arms or neck, varying in severity, often with nausea 
and vomiting in which “ashy countenance, cold 
sweat and feeble pulse complete the picture of col- 
lapse.” ‘‘Previous attacks of angina have generally 
been experienced.” “The attention of the patient 
and the physician as well may . . . be strongly fo- 
cused on the abdomen.’ This description is taken, 
most of it by direct quotation, from the paper read 
by Dr. Herrick in 1912. He also stressed the low 
blood pressure, feeble heart tones, dyspnoea, varia- 
ble degree of cyanosis, presence of pulmonary rales 
and at times the occurrence of a fibrinous pericar- 
ditis evidenced by an audible friction rub. 

As regards the abdominal aspect of the condition 
“there frequently is vomiting at the onset of the 
attack, and it is this feature and the general feeling 
of distress that makes the patient, the family and 
the physician believe that the attack is one of acute 
indigestion, a term that should be given up entirely 
in medical nomenclature, especially when it ends 

~ *Presented at the 134th Annual Meeting of the Rhode 


Island Medical Society as a part of a round table discussion 
oy “Coronary Artery Disease”, at Providence, May 17, 
45. 


fatally, for then it practically always is incorrectly 
used to describe an attack of coronary thrombosis.” 
This is quoted directly from the masterly mono- 
graph published in 1929 by our Chairman, Dr. 
Levine, a work which served to bring squarely be- 
fore the profession the known facts about coronary 
thrombosis, to which he added the fruits of his own 
rich experience in the study of this condition, and 
which initiated an era of awareness on the part of 
the profession generally which has endured to the 
present time. This awareness has become so acute 
that in the past few years, as has been emphasized 
by Herrick in a recent paper, there is a tendency to 
think first and sometimes exclusively of coronary 
disease to the neglect of the consideration of other 
conditions and with a resulting error in diagnosis. 


An acute attack, then, with pain, dyspnoea, syn- 
cope or nausea and vomiting to which the practi- 
tioner is called may present a simple problem in 
which the answer is almost obvious or on the other 
hand the decision may be difficult in the extreme or 
impossible until every accessory aid to diagnosis 
has been called into play. Let us then consider some 
of the factors to be taken into account. 


Age, Sex and Heredity 


In middle life (from 40 to 60 years) coronary 
thrombosis is a strongly sex-limited affair. In 
women who are neither diabetic, hypertensive or 
beyond 60 years in age, it is quite uncommon. I 
recently took occasion to examine the records of 
the last 300 patients admitted to the Rhode Island 
Hospital in whom the diagnosis of myocardial in- 
farction was made. 56 were women and of these 
only 4 were non-diabetic, non-hypertensive and 
under 60 years of age. The influence of heredity 
is quite evident, as is especially borne out by the 
experience of Dr. Henry Fox who recently told me 
of four members of one family who, one by one, 


suffered from the condition on reaching a certain 


age, somewhere in the late forties. 


Symptoms 


If we consider initial symptoms the one most uni- 
versally emphasized is pain. It may be marked and 
typical in character and location, i. e. across chest, 


not uncommonly in upper abdomen and also in all 
continued on next page 
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the places where it is found in the anginal syn- 
drome, e. g. arms, wrists, throat, jaws and upper 
back, etc. On the other hand, as we have said, it 
may be absent, slight or late in occurence. Certainly 
the degree of pain is no measure of the seriousness 
of the condition. Dyspnoea, with pain or without 
it, is at times the most marked initial symptom. 
Syncope, unexplained, in a person of middle or 
advanced age is always suspicious. The gray ashen 
pallor, tendency of the blood pressure to drop and 
stay down, the cold sweat, weak pulse, etc. are quite 
familiar to us all. When, however, these signs go 
with gastric distress, nausea and often vomiting 
we may be, as has already been pointed out, easily 
misled. It should be added that well marked tender- 
ness and spasm in the region of the gall bladder is 
not infrequently seen and has, in my experience, 
been so marked that patients have been accepted on 
the surgical service as definite examples of acute 
cholecystitis in whom at post mortem a complete 
absence of any gall bladder abnormality whatever 
was found. 


Lack of time prevents further detailed descrip- 
tion. We should, however, mention the fact that 
with the passage of years and the correlation of 
electrocardiographic and post mortem studies it has 
become apparent that in many instances many fur- 
ther variations of the clinical picture can be present 
and yet the condition may be definitely diagnosed. 


Absence of pain, absence of fall in blood pressure, 
in fact absence of any of the cardinal symptoms 
may be noted in certain instances. Again the pres- 
ense of marked left ventricular failure with second- 
ary respiratory symptoms may be misleading. In 
any case the existence of heart sounds definitely 
abnormal in quality (the recognition of which, in 
my experience, requires a physician of excellent 
imagination) or the presence of a definite arrhyth- 
mia is in favor of the diagnosis while a periodical 
friction rub is almost pathognomonic. Regarding 
cardiac arrhythmias, it is wise to remember that 
these, especially auricular fibrillation, auricular flut- 
ter and ventricular tachycardia, are liable to occur 
after an infarction of the myocardium and that 
sometimes the onset of the condition may have been 
overlooked or misinterpreted and the discovery of 
the arrhythmia may be the first evidence of the 
underlying cardiac damage. 


Embolism, too, of a peripheral or cerebral artery, 
or occasionally pulmonary embolism, may be a 
complication of coronary thrombosis which, in rare 
instances, is the first evidence of the underlying 
condition. 

The blood pressure, which may rise rather than 


fall at the start, usually after a few days reaches a 
level below that noted before the attack. 
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Twenty-four to forty-eight hours after the at- 
tack there is usually a fever and a leucocytosis. It 
is well to remember, as Dr. Levine has pointed out, 
that the temperature should be taken rectally or the 
rise may be missed. The height and duration of the 
fever and the degree of leucocytosis are considered 
a measure (but are doubtless a rather poor one) of 
the extensiveness of the infarction and should be 
given some consideration in attempting to gauge 
the prognosis. The extent of left ventricular in- 
competence, as expressed by pulmonary congestion, 
is another and a somewhat better guide. Certainly 
the disappearance of basal rales which had earlier 
been present is a favorable sign while their appear- 
ance in previously clear lungs is ominous. 

Almost every phase of ‘the clinical picture of 
acute coronary thrombosis with myocardial infarc- 
tion can be imitated by other conditions such as 
acute pulmonary embolism, diaphragmatic hernia, 
gall bladder disease, mediastinal emphysema and 
many others. It is for this reason, and the fact that 
an error in diagnosis may lead to misdirected ther- 
apy, dangerous to the patient, that the clinical as- 
pects of the condition as well as electrocardio- 
graphic and other laboratory studies should be care- 
fully considered and, furthermore, the diagnosis 
having been made, the estimation of the prognosis 
and the type and duration of the treatment will de- 
pend on the broad conception of the whole clinical 
picture that has been built up in the mind of the 
experienced physician. 


TREATMENT OF ACUTE MYOCARDIAL 
INFARCTION 
continued from page 796 
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GrouP PRACTICE 


Prepared by the 
COMMITTEE ON POSTGRADUATE EDUCATION 


Alex M. Burgess, M.D., B. Earl Clarke, M.D., Harmon P. B. Jordan, M.D., 
Elihu S. Wing, M.D., and John F. Kenney, M.D. 


6 ps questionnaire sent to the members of the 
Rhode Island Medical Society in April 1945, 
which formed the basis of the first article of this 
series on the subject of Diagnostic Centers, also 
included three questions (Nos. 22, 23, 24) on the 
subject of Group Practice. The questions were 
worded as follows: 


No. 22—What is your opinion of Group Prac- 
tice as: (a) A means of convenience for patients 
and doctors? (b) A means of reducing the cost of 
medical care? 


No. 23—If you favor Group Practice, in what 
form: (a) Private group practice outside of hos- 
pitals? (b) Informal group practice in various 
hospitals ? 

No. 24—In either form what do you think the 
function should be (i.e., as regards patients re- 
ferred for specialty studies and reports only, or for 
such studies plus diagnosis and treatment, etc.) ? 


A third subdivision covering perhaps the most 
important phase of the matter might well have been 
included in question 22, as follows: (What is your 
opinion of group practice as :—) c. A means of im- 
proving the quality of medical care? Many phy- 
sicians, however, answered in such a way as to re- 
veal their opinions on this point. Certainly one can 
interpret questio 22 (a) (“as a means of con- 
venience for patients and doctors”) as implying 
convenience in obtaining the best of medical care— 
which is the sense in which it was intended. 


Summarizing the answers given to questions 
No. 22 and No. 23 the following information is 
obtained. 117 physicians answered these questions 
and of these 89 were clearly in favor of Group 
Practice, while 28 disapproved of it. Of those who 
expressed themselves as in general opposed to 
Group Practice several made statements which may 
be worthy of quotation: “A patient going to a 
Group is lost to the referring man.” ‘‘Unsatisfac- 
tory—easily becomes a racket.” ‘Means cliques.” 
“Every patient doesn’t need $100.00 worth of 
X-rays and laboratory work.” These comments 
express clearly some of the objections to which 
group practice, as it has often been conducted, is 


open. Like individual practice it cannot be kept on 
a high plane and above such criticism unless the 
character and ideals of those who participate are 
above reproach. There certainly are opportunities 
for making it a “racket”, a “clique” which operates 
to the disadvantage of other physicians by retain- 
ing patients referred for study, and to the disad- 
vantage of patients by insisting on expensive and 
useless procedures. Nevertheless, 89 of the 117 
doctors replying evidently believe that these objec- 
tions are not necessarily valid and that conscien- 
tious physicians who have high ideals can carry on 
the team work involved in Group Practice to the 
advantage of all concerned. 

On the question of reduction of the cost of medi- 
cal care by Group Practice opinion was very evenly 
divided. 87 physicians answered this question and 
of this number 47 expressed the belief that Group 
Practice will reduce these costs, while 40 believed 
that although it was not a means of reducing costs 
its other advantages made it desirable. 

In answer to question No. 23, as to the form of 
Group Practice that is desirable 88 replies were re- 
ceived, and of these 39 favored private groups 
practicing outside hospitals, 41 favored informal 
group practice in hospitals, and 18 approved of 
both. 

Question No. 24, which dealt with the primary 
function of the Group, especially as to whether or 
not groups should accept patients for treatment as 
well as for diagnostic studies, brought forth a va- 
ried response. Only 69 definite replies to this ques- 
tion were received and opinion was evidently fairly 
evenly divided. Almost half the number, 33 to be 
exact, stated that in their opinion the work of 
groups should be confined to diagnostic study and 
reports of the referring physicians. 21, on the con- 
trary, felt that both diagnosis and treatment should 
be carried on by the groups. 15 expressed the belief 
that the group should, in these matters, follow the 
request of the referring physician, returning the 
patient to him after study or retaining him for 
treatment as the desires of the referring doctor and 
the exigencies of the situation may demand. 

If then we attempt to summarize medical opinion 


in Rhode Island on the subject of Group Practice 
on next page 
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continued from preceding page 
we may say that a representative group of our doc- 
tors have expressed themselves as in favor of that 
form of practice in a proportion of approximately 
three to one. There is about an even division of 
opinion as to the value of this type of practice as a 
means of reducing the costs of medical care. Prac- 
tice as private groups outside hospitals and as in- 
formal groups of hospital staff members are about 
equally popular forms of group practice. In either 
case a larger number of our physicians believe that 
their functions should be that of diagnostic study 
only, while a slightly smaller group believes that 
they should cover the field of treatment as well as 
diagnosis and a third group expresses very reason- 
able opinion that the request of the-referring physi- 
cian should be the deciding factor. On the whole 
we may say that, in spite of the objections raised 
by those in opposition, the opinion of the average 
physician, as judged by this survey, may be con- 
sidered favorable and encouraging to any who may 
be contemplating the organization of a group. 
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PROMOTIONS 

Lr. C. T. ANGELONE to Captain 

Lr. MAURICE N. Kay to Captain 

LT. WERNER SEGALL to Captain 

MAJ. EDWARD G. MELVIN to Lt. Colonel 


TRANSFERS 

MAJ. DAvID B. JENNISON, 0-292265, 219 G.H., 
APO 957 c/o PM, San Francisco, Calif. 

Capt. EDMUND J. SYDLOWSKI, 0-345997, Wm. 
Beaumont 6H, El Paso, Texas 

MAjyor ROBERT G. MuRPHY, 0468651, Officers’ 
Mail Room, Box 71, U.S. Gen. Hosp., Camp 
Edwards, Massachusetts 

MAJ. FRANK CUTTS, Woodrow Wilson General 
Hospital, Staunton, Virginia 

Lt. JOHN R. CRANOR, JR., MC, USNR, Bureau of 
Naval Personnel, Navy Dept., Cincinnati 2, Ohio 

Lr. Compr. C. S. DOTTERER, MC, USNR, U. S. 
Naval Hosp., Navy #1955, c/o F.P.O. New York 

CaPT. FRANCIS E. TEMPLE, MC, Hdgs. Conv. Hosp., 
Recon. Sec., Co. E, Bat. 10, Camp Edwards, Mass. 

CapT. MARK A. YESSIAN, MC, 27th Gen. Hosp., 
APO 238, c/o PM, San Francisco, Calif. 

Capt. I. GERSHMAN, MC, 0475735, 14th Port, APO 
437, c/o Postmaster, New York, New York. 
Capt. THOMAS J. LALOR, MC, Cushing General 

Hospital, Framingham, Massachusetts 


BUY VICTORY BONDS 


Heap TABLE AT ANNUAL DINNER OF THE PROVIDENCE MEDICAL ASSOCIATION 


(Left to right) Dr. Ralph DiLeone, member of committee on entertainment, Dr. Charles O. Cooke, 
former secretary, John E. Farrell, executive secretary, Dr. Harry C. Messinger, former president, 
Dr. Herman P. Grossman, toastmaster and chairman of the committee on entertainment, Dr. B. Earl Clarke, 


president, and Dr. Frank W. Dimmitt, secretary. 
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DR. GREGORY 


The Providence City Hospital which now bears 
the most distinguished name in the medical history 
of Rhode Island, developed in the early years of 
its existence, under the brilliant leadership of Dr. 
D. L. Richardson, the practical application of 
Dr. Chapin’s ideas. As a result the hospital be- 
came known throughout the world as one of the 
most progressive institutions of its kind and was 
a source of justifiable pride to our local medical 
profession. 

One of the younger men trained under Dr. 
Richardson, Dr. Kalei K. Gregory, a graduate of 
Brown and the Harvard Medical School and a 
former intern at the Rhode Island Hospital, even- 
tually became second in command and gradually 
took over direction of the clinical work of the 
hospital. As a result he has become and now is 
the leading expert of this state in the diagnosis 
and treatment of contagious disease. 

For over fifteen years Dr. Gregory has given 
service to the hospital that has been not only faith- 
ful but very skilful. He has had the confidence of 
the profession and especially of those whose privi- 
lege it has been to serve with him on the staff. 

In the resignation of Dr. Gregory the Charles 
V. Chapin Hospital suffers a great loss. Many 
physicians have expressed a feeling of regret that 
his clinical work could not have been further rec- 
ognized. They feel that it should have been pos- 
sible to give him a position and title which would 


have been an incentive for him to continue in this 
important institutional work. 

If there is no reward for faithful service it will 
be unlikely that the hospital will continue to have 
an outstanding reputation. 


WHAT CONSTITUTES PRESCRIBING? 


The recent decision of Judge James W. Leighton 
in the Fourth District Court in dismissing a charge 
brought against a chiropractor by the state health 
department for the illegal practice of medicine war- 
rants careful review by every physician. 

In this particular instance the charge was brought 
against the chiropractor for giving three envelopes 
of pills with written directions for their use in the 
care of a sick child. By an agreement of counsel on 
both sides—an agreement that is difficult to under- 
stand in the light of the charge—Judge Leighton 
ruled solely on the question of what constitutes a 
prescription in deciding the issue. His decision, as 
reported in the press, held that the accused did not 
actually write a prescription as interpreted in medi- 
cal and other dictionaries which describe prescrip- 
tion as the recipe for compounding a medicine as 
well as directions for its use. 

In making its decision the court was reported as 
stating that “it would appear a little ridiculous if 
the mere writing of directions on an envelope con- 
stitutes a violation of the law since the pills could 
have been placed in a saucer and the directions 


given orally. If any evil was committed in this in- 
continued on next page 
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stance it was in giving the pills—not in noting di- 
rections for their use.” 

While the court may have been guided by a dic- 
tionary definition of the word “prescription”, we 
are somewhat at a loss to understand the failure to 
interpret the intent of the licensing act for chiro- 
practors that has been set up in Rhode Island. In 
the statutes the practice of chiropractic is defined 
to be 


“The science and art of mechanical and material 
healing as follows: the employment of a system of 
palpating and adjusting the articulations of the 
human spinal column and its appendages, by hand 
and electro-mechanical appliances, and the employ- 
ment of corrective orthopedics and dietetics for the 
elimination of the cause of disease.” 


Thus it is clearly evident that the prescribing of 
a medicine by a chiropractor is forbidden by law. 
On this ruling alone the case should have been 
settled. However, since the legal counsel for both 
parties disregarded the statutes and restricted the 
decision to the determination of what constitutes 
prescribing the court was presumably concerned 
only with a definition. 

But we disagree with the court in its belief that 
there would be no violation of the law if the pills 
were merely placed in a saucer and the directions 
given orally. Granted such a procedure might not 
answer the definition of prescription as listed in a 
dictionary, but the act of prescribing as it is per- 
mitted under the statutes governing the licensure 
of healers is clear. Chiropractic by its legal defini- 
tion is outside the scope of prescribing of any medi- 
cines, and this definition is even strengthened by 
the additional provision that a chiropractor is for- 
bidden by law to write prescriptions for drugs for 
internal medication. 

To maintain that the expression “to write pre- 
scriptions” is limiting, and may be legally circum- 
vented, as the court intimates it might be in the 
case at issue, is to put an interpretation on the 
statute that the General Assembly hardly could 
have conceived in drafting it originally. But if the 
law may be so defeated by interpretation then an 
immediate clarification of the statute is in order. 


WELCOME HOME 

These are happy days for many a physician's 
family in Rhode Island as men who have been 
serving with the armed forces in far away lands 
return to these Plantations to resume civilian medi- 
cal practice. These are happy days, too, for the 
physicians who have carried on with extra burdens 
during the war years on the home front, as they 
welcome back their colleagues long absent from the 
local scene. 

The Society has been prompt in creating through 
the executive office a service bureau for the return- 
ing physician-veteran, thus providing him with a 
central office to which he may refer for information 
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of the many varied problems incidental to life as a 
civilian doctor. That the services, limited as they 
may be in some respects, are proving valuable is 
attested by the responses of the returning veterans 
who have sought advice and information. 

But there is.an even larger task at hand, and one 
that concerns every physician. That task is the in- 
dividual effort of each member to aid medical vet- 
erans. In so far as is possible patients should be 
referred back to their doctor who left the com- 
munity to serve in defense of the country. Mem- 
bers with a large practice might well consider the 
possibility of utilizing a veteran as an assistant, an 
associate or a partner. With office space at a pre- 
mium members might well take inventory of their 
accommodations to determine the possibility of 
providing rooms for a veteran. 

There may be one way of saying “Welcome 
Home”, but there are many ways of showing how 
welcome the individual really is. 


POLLING THE PUBLIC 

The poll of public opinion regarding hospital 
services in the City of Woonsocket, as carried on 
by the hospital’s committee on community relations 

(see page 815) indicates some interesting thinking 
regarding the economic phase of hospitalization and 
medical care for the patient in the hospital. 

Ninety-four per cent of those answering the 
questionnaire expressed the belief that hospital 
care offered in the community should continue to 
meet the requirements of the most advanced medi- 
cal practice even though costs be increased, but at 
the same time 53% stated that they considered the 
charges by the hospital to be too high at the present 
time. As to where income should be sought when 
payments from patients and all other courses fail 
to meet the running costs, 95% voted for an appeal 
to the general public for funds. 

The voluntary method held sway over com- 
pulsory insurance, for 63% listed Blue Cross or 
similar contracts, and they undoubtedly prompted 
the corresponding vote of 62% against compulsory 
hospital insurance as opposed to 38% who favored 
the idea. But of those answering the poll 17% 
would turn to the Federal government, 10% to the 
State government, and 19% to the City government 
for money for the modernization and enlargement 
of the hospital in order to meet the public’s in- 
creasing needs. 

That public ward service and out-patient care 
costs are not clearly understood is evidenced by 
the fact that 18% think the hospital’s medical staff 
receive regular fees for their services, 27% think 
they get reduced fees, and the remaining 55% are 
of the opinion they get no compensation whatever. 

While the Woonsocket Hospital committee may 
learn much of value from its poll, it would appear 


| 
ts 
ony 
th 
\ 
| 


EDITORIALS 


that an educational program is in order to acquaint 
the public more clearly with the costs of hospital 
services. 


DEMOCRACY AT WORK 


To anyone who has expressed concern at the ex- 
pansion of federal bureaucracy and the extension 
of administrative law a reading of the discussion 
by members of the House of Congress on the bill 
(H. R. 2716) to provide for the health programs 
for Government employees is most enlightening. 

We might editorialize at great length on the 
particular programs permitted by this legislation, 
and on the merits or demerits of free health service 
for federal employees while on the job. But our 
purpose here is to report, and we feel the excerpts 
quoted from the Congressional Record speak far 
more eloquently than any words we might type in 
our quest for the origin of some of the problems 
that beset American medicine today. 

Let Congressman Ramspeck tell you about the 
bill— 

“Mr. Chairman, this bill was drafted by a sub- 
committee of the Committee on Civil Service. ... I 
simply want to say in opening this discussion that 
this bill will not necessarily create anything that we 
do not already have in the Government. Many of 
the agencies do have a health program under 
authority which they received in most cases from 
the subcommittee on appropriations before which 
they appear. However, this bill would correlate 
these agencies and activities and require that here- 
after they go to the Civil Service Commission for 
approval when they want to establish health services, 
and then the Civil Service Commission would con- 
sult with the Public Health Service before granting 
that permission. . .. The bill has the approval of the 
American Medical Association and numerous other 
agencies, representatives of which testified during 
the hearings. .. .” 

That is all very well, but Conrgessman Rich 
wants to know if there has been any data submitted 
in the hearings that will tell Congress what the cost 
of this program will be; that is, putting in all the 
departments of the Government the provisions of 
the bill as outlined. Congressman Randolph, chair- 
man of the committee that drafted the measure 
answers that 

“I cannot give the gentleman a figure that will be 
all inclusive, perhaps, but we did in the hearings get 
from certain agencies that do have health programs 
in progress their costs... . 

“, .. I may say to the gentleman—and I think he 
will be very interested in knowing the fact—that cer- 
tain agencies and bureaus within the Federal struc- 
ture have actually circumvented the law—and these 
words are chosen advisedly—and have used funds 
delegated to an agency for purposes that would be 
carried forward in this bill, but they have done so 
without any authority. ...” 

Who would imagine that any agencies would do 
that to Congress! Congressman Robsion of Ken- 
tucky rises to ask the number of people the pro- 
gram would put on the pay roll, and Congressman 


Randolph replies. 
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“I have simply stated to the gentleman very 
frankly, and I hope very honestly, that we have 
approximately, let us say, about 2,900,000 employees 
at the present time and we do have many of these 
agencies and departments that have carried on these 
health programs. They have done it sometimes with- 
out the authority or sanction of gress in most 
instances. They have used funds that we have ap- 
propriated for their general use and have transferred 
them to these health programs. We would make 
these agencies come before the Civil Service Com- 
mission and then come to Congress to get their 
authority to carry on any type of health program.” 


But would this not possibly develop into a rather 
large and expensive organization? Would it not 
put a great many more people on the pay roll? 
Would it not create another administrative facility 
in the field of health? And then the House hears 
the medical side as physician-Congressman Miller 
of Nebraska calls to the Committee’s attention cer- 
tain phases of the bill and to the existing health 
program in the Federal Government, stating in 


part 

“,.. At the present time some 22 different govern- 
mental agencies deal with the health of the Federal 
employees and the citizens of the United ‘States. 
Some time ago I introduced a bill to create a secre- 
tary of health in the President's Cabinet to bring all 
health activities under one head. We have the 
Public Health Service, we have the Labor Depart- 
ment, we have the Department of Agriculture, and a 
great many other agencies dealing with health. In 
this bill we set up another agency, as I see it; that is 
the Civil Service Commission. .. . . I have no objec- 
tion to giving some preventive medical care to the 
health of Federal employees, but I do believe that 
this bill goes too far... . I would point out in this 
connection that the physical fitness and mental 
health program for individuals is rather wide. .. . 
The program presented here, if the Appropriations 
Committee is generous enough, attempts to give a 
rather complete health service to Federal employees. 
It establishes another agency, within the present 
agencies, with very wide authority. It would cost up 
to $9,000,000 a year. 

“In contrast to what is happening in private in- 
dustry, let me say to you that the individual in pri- 
vate industry pays so much a month for the care he 
gets. In this bill the Congress is going out on a road 
which will lead to an extended health program far 
beyond what was originally intended by the bill... .” 


But didn’t someone say that the American Medi- 
cal Association had supported this bill, Congress- 
man Miller? What have you to say to that? 


“In the hearings that someone appeared before the 
committee, a Dr. Peterson, (Editor’s note: reference 
here is probably to Dr. Carl Peterson, secretary of 
the Council on Industrial Health of the AM A) who 
outlined his views to the committee on how indus- 
trial health services should be conducted. He was 
asked whether he and the American Medical Asso- 
ciation supported the bill and his answer was ‘Yes.’ 
I have had no word from the American Medical 
Association and I do not know if this Dr. Peterson 
represents them... .” 


As the debate continues and the ramifications of 
the proposed bill are explored by members of the 
House the observation is made that there are diff- 
erent types of programs in operation in various 


Government agencies, varying in annual cost from 
on next page. 
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2.14 to $4.67 per person. Congressman Miller in- 
quires whether the different Government agencies 
spending Federal moneys for these purposes do so 
without approval of Congress, and the reply is 
forthcoming from Congressman Rees of Kansas 
that 

“... the direct authority is without the approval 

of Congress as a whole except as the subcommittee 

_ of the Appropriations Committee recommends an 

appropriation for that particular agency. If the re- 

quest comes, let us say, from the department of Agri- 

culture, it goes to the subcommittee on Agriculture 

of the Committee on Appropriations. If the request 

comes from the Department of Commerce, it goes 

to that subcommittee. Therefore, you do not have 
any coordination at all... .” 

The physician members of the House attack the 
broadness of the proposed measure, pointing out 
that the Children’s Bureau grew into a full-fledged 
health department by expansion through grants 
from the Appropriations Committee, and they win 
approval for amendments to provide that the medi- 
cal care for the Federal employees under the pro- 
posed bill shall provide merely for emergency care 
while the employee is at work, and not home care 
or the invasion of private practice, and also that 
the dental conditions to be attended shall be minor 
ones. As the amendments are accepted Congress- 
man Rees of Kansas makes the observation 

“... Ido regret that we did not call the physicians 
and surgeons, who are Members of this House, be- 
fore our Committee. The Chairman suggested, of 
course, that everybody knew about the bill. It has 
been pending for quite a time, but I am sure it would 
have been much better if we had thought about it at 
the time and had called everyone of them before our 
committee and had given them a chance to express 
their views and probably help write the but. . ee 

(Editor's Note: Ona roll call vote the measure 
passed the House with 181 yeas, 72 nays, and 181 
members not voting. ) 
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SO THEY SAY..., . 


If the system (hospitalization under the Wagner Act) 
is to serve the population at large it is evident that 
many of the economically fortunate will prefer semi- 
private or private accommodations. For this reason it 
is provided that participating hospitals may “require pay- 
ments from patients with respect to the additional cost 
of more expensive facilities furnished for lack of ward 
facilities or occupied at the request of the patient, or 
with respect to services not included within a contract”. 
Without such a provision such patients would be de- 
prived of hospitalization benefits under the special con- 
tingencies mentioned. Payments for physicians and other 
personal services must not be treated in a similar manner. 
Recognition that the quality of such personal services 
could vary with remuneration would be intolerable. 

COMMITTEE OF PHYSICIANS FOR THE IMPROVE- 
MENT OF MEDICAL CARE, INC. 


Whenever the American people have been presented 
with the collected Marxian doctrines called ialism, 
they have rejected them emphatically, and the Socialist 
party has never been a serious contender in the political 
scene. But the social-economic planner has made an in- 
teresting discovery: that if the individual doctrines are 
wrapped separately, and neatly and attractively labeled 
“social progress”, the same electorate which rejected the 
group may sometimes be persuaded to accept the single 
article. It is thus that the socialization of the Republic 
is taking place. 

LOWELL S. GOIN, M.D., in his Presidential Address 
to the California Medical Association 


Grumbling about the loss of liberties and moaning 
about the future of free enterprise will accomplish noth- 
ing. If the individual believes in the cause, let him tell 
his Congressman and Senators. Tell them by word of 
mouth, or by letter, or by telegram. Ask them how they 
stand regarding the bills to curb some of the evils and 
excesses of bureaucracy. 

COMMITTEE ON ADMINISTRATIVE LAW, NATIONAL 
ASSOCIATION OF MANUFACTURERS, in its brochure 
“WHAT BUREAUCRACY MEANS TO YOU”. 


An instrument of the common health such as never 
before has been offered to a people is within our reach. 
This is no time for petty doubts and timid moves. In the 
face of a national challenge we must, as one of our great 
jurists said of the law, let our minds be bold. 

WENDELL BERGE, Assistant Attorney General of 
the United States, before the Americal Urologi- 
cal Association in 1944. 


Medical Secretaries 


Edgewood Medical Secretaries are skilled in 
laboratory technique, medical stenography and 
accounting. Interested professional men should 
phone or write the Placement Office. 


Edgewood Secretarial School 
FOUNDED 1924 
198 Armington Street Edgewood 5, Rhode Island 


Associate Member, American Association of Junior Colleges 
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THE VOCATIONAL REHABILITATION PROGRAM 


I* a special brochure entitled “Restoring the 
Handicapped to Useful .Employment” the 
Office of Vocational Rehabilitation in the Federal 
Security Agency has set forth the provisions and 
aims sought by the development of the program 
authorized by the Barden-LaFollette act passed by 
Congress in 1943. The purposes of this new plan 
of rehabilitation are outlined in the following 
abstracts : 


“An sone to the vocational adjustment of the 
civilian disabled was made by the Congress in the Voca- 
tional Rehabilitation Act of 1920. The Social Security 
Act of 1935 carried the stabilizing provision for a con- 
tinuous rehabilitation service. With this legislation, 
all 48 States, the District of Columbia, Hawaii, and 
Puerto Rico undertook a vocational rehabilitation pro- 
gram which, though limited in scope, rehabilitated 
210,000 persons into employment prior to 1943. The 
average per case cost was $300—a nonrecurring ex- 
penditure that contrasts with the $300 to $500 required 
each year to maintain a dependent person at public ex- 

se. Average yearly earnings of individuals rose 
from $110 before rehabilitation to $1,228 after rehabil- 
itation.” 


PTT tT 
“Recognizing the limitations of the legislation and 
the unmet needs of the disabled, as well as their poten- 


tialities as a reservoir of untapped manpower, the 
Congress in July 1943 enacted a series of amendments 
to the Vocational Rehabilitation Act in Public Law 
113, known as the Bardon-LaFollette Act. 


“Under its provisions, the mentally as well as the 
phoseete handicapped may be served; the blind may 

rehabilitated on the same terms as other groups of 
the disabled; and there is specific provision for war- 
disabled civilians. The latter are defined as merchant 
seamen, members of the aircraft warning service, civil 
air patrol, and citizen’s defense corps, injured in line 
of duty. By interpretation of the act, a disabled veteran 
belongs to the general class of disabled civilians; as 


such, he may be entitled to service under the same con- . 


ditions as any other disabled civilian. 


“Federal fiscal provisions are considerably liberal- 
ized under the new law by removal of the fixed ceiling 
on Federal funds for the program. The Federal Gov- 
ernment is permitted to assume necessary State admin- 
istrative costs and the cost of vocational advisement 
and counseling. The cost of medical treatment, voca- 
tional training, and similar services for the usual group 
of handicapped persons is shared by State and Federal 
Governments on a 50-50 basis; while the cost of services 
to war-disabled civilians receives full Federal reim- 
bursement. 


“The most significant new provision authorizes the 
use of Federal funds for the physical restoration of the 
handicapped, so that they may as nearly as possible 
approximate normal work capacity. The authority 
to supply medical and surgical care in the reconstruc- 
tion of disabled persons vitalizes the rehabilitation 


axiom, ‘never train around a disability that can be 
remedied,’ and rounds out vocational rehabilitation 
services for a realistic attack on the problems of dis- 
ablement. Medicine, psychiatry, surgery, physical ther- 
apy, occupational therapy, and vocational training— 
each invaluable—are tools a hundred fold more valu- 
able when used to complement each other.” 
Ti 


“The policy of using existing public and private 
facilities and of utilizing all resources of service has 
been adopted, rather than creating new facilities or 
attempting to equip one agency for the total job of 
rehabilitation; this points up to the philosophy that 
the disabled require a Nation-wide service of voca- 
tional rehabilitation in which all who have a stake 
may participate. It indicates also the human engineer- 
ing approach to improving methods of operation and 
achieving efficient administration. 

The program establishes no special works 
Instead, training is obtained from public and private 
schools, from vocational training courses, and from 
in-service training on the job. No medical centers or 
hospitals are established. Medical and surgical diag- 
nostic services and treatment are purchased or secured 
from practicing physicians. Hospital care is purchased 
from existing public and voluntary hospitals. No 
‘made work’ is set up for placements. Employment 
is secured in private business and in Government on 
the customary business basis.” 


In Rhode Island this service will be under the 
supervision of Dr. James F. Rockett, state director 
of education. The division of adult rehabilitation 
will be directed by Mr. Harry Smith, and Dr. 
James P. Deery, at present chief of the division of 
industrial hygiene of the state health department, 
will serve as medical consultant. The program calls 
for a professional advisory committee, which would 
be established in Rhode Island according to the 
following proposal : 


“ADMINISTRATIVE ORGANIZATION AND 
QUALIFICATIONS OF ADMINISTRATIVE PER- 
SONNEL IN PHYSICAL RESTORATION FOR 
THE DIVISION OF VOCATIONAL REHABILI- 
TATION AND OF THE BUREAU FOR THE 
BLIND. 

1. PROFESSIONAL ADVISORY COMMITTEE 


a. The State Board for Vocational Education will ob- 
tain technical advice for the Division of Vocational 
Rehabilitation and the State Bureau for the Blind 
through the appointment of a technical professional 
committee. 


b. The duties and responsibilities of the committee 
will include advising the supervisor of Physical 
Restoration with respect to general policies, setting 
of standards, selection of rates and methods of pay- 

ment for services, supplies, and prosthetic appli- 

ances, m s of medical reporting and record 
keeping by case workers, and assisting in interpret- 
ing to the professional personnel and institutions 

conti: on page 811 
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VOCATIONAL REHABILITATION PROGRAM 
continued from page 809 


participating in the program the policies and pro- 
cedures adopted by State 


c. Membership on the committee will be selected after 
consultation with the Rhode Island Medical Society, 
the State Department of Health, Rhode Island Cura- 
tive Center and Rhode Island Public Health Nurs- 
ing Association. The State Board plans to have the 
following groups and specialists represented on the 
committee: general medicine, nursing, hospital, 
administration, medical social work, physical ther- 
apy, orthopedics, tuberculosis, psychiatry, opthal- 
mology, otology, cardiology, neurology. 


d. The State Board will pay members of the profes- 
sional advisory committee for travel expenses in- 
curred in attending meetings of the committee at 
the same rate paid to State re while travel- 
ing on official business. 


The State Supervisor of Vocational Rehabilita- 
tion will serve as chairman of the committee and the 
State Administrator for the Blind will serve as 
secretary. 


The committee will meet semi-annually and 
oftener if need arises at the time and place desig- 
nated by the secretary of the committee. 


Agenda will be prepared for each meeting suffi- 


ciently in advance for distribution to members of . 


the committee prior to date of meeting. 


Minutes will be by a t of all meetings by the secre- 
tary, and copies will be sent to all members as soon 
as practicable after each meeting.” 


Appointed by President John F. Kenney as a 
committee of the State Medical Society to aid the 
state department of education in formulating its 
adult rehabilitation program here are the follow- 
ing: Dr. Vincent J. Ryan, chairman, Dr. Albert 
H. Jackvony, Dr. Robert H. Whitmarsh, Dr. Her- 
bert E. Harris, Dr. Emanuel Benjamin, Dr. Henry 
J. Hanley, and Dr. William M. Muncy. This com- 
mittee has already met with state and regional ad- 
ministrators in vocational rehabilitation work, and 
it plans to submit a report to the House of Dele- 
gates at a special meeting of that body this month. 
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Strand Optical Co. 


PRESCRIPTION OPTICIANS 


307 STRAND BLDG. 
77 WASHINGTON ST. 


GASPEE 4696 PROVIDENCE, R. I. 


Graduate Nurse will board nor- 
mal or abnormal babies or small 
children in country home. Rhode 
Island Hospital Graduate. 

SELLEY LEVESQUE, R.N. 


Spring Brook Road, Chepachet, R. I. 
Tel. Pascoag 8-R-1 


Curran & Burton, Inc. 


GENERAL MOTORS 
HEATING EQUIPMENT 


COAL OIL 


TURKS HEAD BUILDING, PROVIDENCE 


GAspee 8123 


AN EVER WIDENING CIRCLE 
OF DISCRIMINATING DOCTORS 
look upon ALKALOL as the most satis- 
factory alkaline, saline solution, for the 


safe treatment of mucous membranes 
and irritated tissues. 


The ALKALOL Company 
TAUNTON, MASSACHUSETTS 
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ack Spratt could gat no fat... 


Finicky, fanciful, and foolish, the American 
palate selects its food neither too wisely nor too 
well—and therein lies the greatest reason 

for widespread vitamin deficiencies. When vitamin 
supplementation is indicated, it can readily be 
achieved with a potent, balanced, yet easy-to-take, 


low cost Upjohn vitamin preparation. 


UPJOHN VITAMINS 


FINE PHARMACEUTICALS SINCE 1886 


812 
Bap \\ 
Upjohn 
’ KALAMAIOO 99 MICHIGAN 
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WOONSOCKET HOSPITAL POLL OF PUBLIC OPINION 


- Un an effort to secure the opinion of the public on 
various matters pertaining to the operation, admin- 
istration, and possible expansion of Woonsocket Hos- 
pital, a Community Relations Committee was appointed 
which circularized a questionnaire. By the first of 
October 520 returns had been reported, and the tabu- 
lation in percentages to the answers of the questions 
_asked is presented in this report—TueE Epirors) 


YES NO 


1. During the last five years have 
you, or has any member of your 
family, been a patient in Woon- 


socket Hospital ? 78% 


2. Would you go to Woonsocket 
Hospital now if you needed hos- 


. pital care? 91% 


3. From what you know, or have 
heard, do you think Woonsocket 
Hospital is managed efficiently ? 


4. Do you think Woonsocket Hos- 
pital is large enough to serve all 
who may apply for hospital care ? 


5. Do you believe that the hospital 
care offered this community 
should continue to meet the re- 
quirements of the most advanced 
medical practice even though 
costs be increased 


6. Do you think Woonsocket Hos- 
pital should be enlarged ?................ 


867% 


15% 


94% 


84% 


7. Do you believe that the hospital 
receives enough money from pa- 
tients to pay the cost of such 
enlargement and improvement 
after necessary running expenses 
have been met ? ..... 


34% 


8. In your opinion, are the accom- 
modations at Woonsocket Hos- 
pital adequate for the housing of 
nurses ? 


25% 


9. Are you a member of the Hos- 
pital Service Corporation of 
Rhode Island (Blue Cross) or 


22% 


9% 


14% 


85% 


6% 


16% 


66% 


75% 


10. 


some similar non-profit member- 
ship plan for payment of hos- 
pital bills? 


Would you favor COMPUL- 
SORY insurance to cover the 
cost of hospital care as a substi- 
tute for VOLUNTARY plans 
which meet the same purpose ?.. 


63% 37% 


38% 62% 


Charges by Woonsocket Hospital to patients 

who can pay their bills are: 

Too high 53% Fair 45% 
Too low 1% 


The attitude of Woonsocket Hospital’s nurses 
and attendants toward patients is: 
Indifferent 17% Kindly 83% 


Woonsocket Hospital, as are other community 
hospitals, is administered by a Board of Trus- 
tees. Do the members of the Board receive for 
their services : 


Low 1% 


Salaries or fees? 7% 
Nothing whatsoever ? 63% 
Some sort of compensation? 20% 
Discounts on own bills? 10% 


Do members of the hospital’s medical staff re- 
ceive for their services in treating public ward 
patients and out-patients : 
Regular fees? 18% Reduced fees? 27% 

No compensation whatsoever? 55% 


Everyone knows that a community hospital 
dispenses much free and below-cost service. 
Since the cost of such treatment must be paid 
for in some way, from what source do you 
think the greater part of the money is obtained. 


Rates paid by private patients? 25% 

Income from Endowment and gifts? 30% 

Payment by towns for care of public 
charges? 45% 


When income from patients and from ALL 


OTHER SOURCES fails to meet the cost of 


running the hospital, would you: 
Cut expenses regardless of standards of 


service? 4% 
Appeal to the public for contributions? 95% 
Let the hospital run into debt? 1% 


continued on page 823 
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SUMMARY OF ADVANTAGES 


Antibacterial in the presence 
of pus. 
Stability—a stable Sullonamide-urea solution. 
“Wide Fleld—effective acute AND 
chronic middle and external ear 
infections. 
Weil pi —virtually ob- 
focal irritation. 
Anolgésia—effective analgesia 
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MEDICAL CARE FOR VETERANS 


MEDICAL CARE FOR VETERANS 


(The following summary, prepared by John E. Farrell, sae ne secretary of the 
Rhode Island Medical Society, is based mainly on observations and opinions 
advanced by speakers at the Conference on the Medical Needs of Veterans sponsored 
by the Connecticut State Medical Society and the U. S. Veterans Administration, 
held at the U.S. Veterans Facility, Newington, Connecticut, on September 13, 1945.)° 


HAT are State and district medical societies 
going to do about the question of adequate 
medical care for the returning war veterans? 

Upon the answer to that question hinges in no 
small measure the future strength of organized 
medicine. Contrary to popular belief the problem 
is not one that can, or should, be left entirely to the 
Veterans Administration. It is a problem that con- 
cerns every practicing phvsician in the country. for 
these boys and their families are the patients of the 
private physician. No amount of military proce- 
dure or regimentation due to military life can ap- 
preciably alter their thinking unless private medi- 
cine fails them in the coming years. 

American Medicine has demonstrated its ability 
to meet demands. It stripped its civilian ranks of 
nhysicians in great numbers to provide the armed 
forces with the finest medical care in the world. At 
the same time the depleted civilian roster carried on 
magnificently to maintain high standards of medi- 
cal care on the home fronts. Now another great 
demand for service projects itself, and again the 
medical profession must rise to the occasion. 

Consider the problem in its entirety as it faces 
us today. The Veterans hospitals are under indict- 
ment by professional writers and investigators for 
the reported poor and inadequate medical care 
given to patients. The confidence in the institutions 
has been shaken by articles in magazines and news- 
papers condemning the medical care of veterans, 
and some of these accusations have prompted a 
Congressional investigation. 

There are reported to be ten thousand more pa- 
tients now in general hospitals and in neuropsy- 
chiatric facilities than there are beds for them, and 
a spokesman for the Veterans Administration re- 
cently pointed out that a deficit of forty thousand 
beds is anticipated by June 1947. Such serious 
overcrowding necessitates the utilization of sun 
porches and recreation rooms in many instances, 
thus augmenting the problem of convalesence. 

The planning of Veterans hospitals in the past 
has not always been in the best interests of medical 
care, for locations were chosen by population areas, 
a procedure that would be justifiable if provision 
were made for an adequate full time medical staff 
to give the necessary medical care. This short- 
sightedness has created a personnel problem that 


the war has greatly accentuated. The hospitals 
now, at a time when they are seriously over- 
crowded, are reported to lack 1,300 physicians for 
adequate staffing, while in some instances some 
specialties are not represented at all. Commitments 
for the occupation forces will still require a sizable 
number of physicians and those discharged from 
military duty will undoubtedly turn to private prac- 
tice rather than the less attractive service with the 
Veterans Administration. 

This situation may be alleviated somewhat in the 
near future, certainly to a great measure in the 
years ahead, if the legislation now before Congress 
to provide, among other things, for a 25% flat in- 
crease in pay to men who become diplomates of 
national boards is enacted. By making a better type 
of career for medical men in service with the Vet- 
erans Administration a forward step will be taken. 
Seven residericies have been established so far in 
veterans hospitals, and this program should cer- 
tainly be extended to every hospital. In addition 
there is need for psychiatric institutes strategically 
located throughout the country under the super- 
vision of the Veterans Administration. 

But no matter how attractive the opportunity, it 
is to be doubted that enough men will ever be at- 
tracted to the veterans field to provide a full-time 
medical staff for every hospital. Therefore the gap 
in the provision of medical care for the veteran 
must be filled by the private physician. True the 
government will probably never pay the civilian 
doctor as much for part time service as he war- 
rants, but the problem transcends immediate eco- 
nomic principles. It becomes in a manner a public 
duty that every physician must recognize. Willing- 
ness to participate in a program national in scope 
and close to the heart of the people will most cer- 
tainly strengthen organized medicine. Failure to 
participate will strengthen the case of those who 
favor the socialization of medical practice. 

World War II veterans are eligible for out- 
patient care only for service-connected disabilities, 
and to have the care given by a civilian physician 
the veteran must get authorization from the re- 
gional Veterans Administration director. Many 
physicians busy with their civilian practice will not 
wish to bother with the veterans problems. Here is 


where the medical society should exert its influence 
continued on page 821 


817 
7 


subcutaneously or intramuscularly, ADRENALIN 
provides rapid symptomatic relief in asthmatic 
paroxysms; is useful in the prevention and treat- 
ment of other allergic reactions; localizes and 
prolongs the action of local anesthetics. Intra- 
venously, it is used in shock and anesthesia 


accidents. 


BY APPLICATION 


for its vasoconstrictor action in hemorrhage, 
ADRENALIN permits better visualization of the 
field, and aids in the diagnosis and treatment 
of certain conditions encountered in ear, nose 
and throat practice. 


BY INSTILLATION 


into the nasal passage, ADRENALIN produces 
prompt decongestion; in the eye ADRENALIN 
decreases vascular congestion, and aids in the 
location of foreign bodies. 


BY INHALATION 


orally, ADRENALIN relieves severe attacks of 
bronchial asthma by relaxing the bronchial 
muscles. 


; 
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MEDICAL CARE FOR VETERANS 
continued from page 817 


to recommend qualified physicians (not just any 
doctor who may not be as successful as his col- 
leagues) to render medical care to veterans when 
asked to do so. Incidentally, there is no rule or 
regulation to prevent two, three, or more physicians 
in each local community from taking on the respon- 
sibility of this work. Therefore the role of the 
medical society should include the drafting of ap- 
proved lists of its membership who have volun- 
teered to participate in the outpatient service care 
of veterans with service-connected disabilities. 
The medical problems of the veterans in the 
years ahead will be many, and the private physi- 
cian will be counted upon to play an important role 
in the task of refitting each man to a normal and 
healthy life in his respective community. The big- 
gest problem at the moment for both the veteran 
and the public is the much discussed “neuropsy- 
chiatric condition.” If we were to believe some of 


the writers whose articles have appeared in na- . 


tional and sectional publications in the past year we 
are close to being a nation of psychoneurotics. 
Nothing is farther from the truth. 


The war discharges have been over-publicized, 
even to the extent that they have made industry 
jittery that it must accept workers who are neurotic. 
Investigations by qualified medical leaders have 
nullified such fears and have shown that the veteran 
who goes beserk and draws headlines in the press 
is news merely because he is a veteran. The same 
situation happens on an equal basis in proportion 
to those whose life has been exclusively that of a 
civilian. As a matter of fact, based on civilian 
standards real mental breakdowns by servicemen 
during this war period have been shown by reliable 
authorities to have been less on a percentage basis 
than for the same age group expectancy in civilian 
life. 


The medical profession has a vital role to play 
in showing many of these veterans that they are 
mentally all right, that they are stable and not in 
need of physiatric care. The real problem cases will 
be those men who lost themselves in the enthusiasm 
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of combat. These men will not be readily dis- 
charged, but when they are they will need the pri- 
vate physician’s assistance. 

The possibility of benign malaria in this country 
in the next few years is not remote. The necessity 
of having military units go into infested areas in 
order to set up malaria controls before sizable troop 
invasions could be completed has provided a nu- 
cleus of victims. Hence it will be necessary for the 
private practitioner to include malaria in a dif- 
ferential diagnosis for anyone having tropical serv- 
ice abroad, and repeated tests will be in order with 
no reliance on a cursory examination. Hospitaliza- 
tion will avail little, and therapy with a short course 
of atabrine appears as the best treatment. 

Since the anopheles mosquito is present in every 
State, it is theoretically possible that veterans re- 
turning with malaria could be foci of infection to 
cause a secondary epidemic, but it is unlikely that 
there would be any widespread contagion. The 
variance of environmental conditions in this coun- 
try would make some sections safe from such an 
epidemic. Strict government controls already 
established, plus effective sanitary controls and 
fumigation of airplanes coming from abroad, 
should minimize the danger of malaria here. 

Navy spokesmen have indicated that less than 
5% of the discharges from the Navy have been be- 
cause of injuries. Diseases of the digestive, res- 
piratory, etc., systems form the bulk of the causes 
for physical discharge, thus making the situation 
similar to the problem in civilian life. The dis- 
charges due to neuroses has been relatively high, 
but here again the causes are as previously men- 
tioned. The stress of conditions imposed by Navy 
life as compared with ordinary civilian routine nat- 
urally causes maladjustments that are readily 
righted once the veteran returns to his civilian 
status. 

The private physician, particularly in the indus- 
trial areas, has an important role to play in the 
placement of handicapped veterans. Since a spe- 
cific handicap interferes only with specific func- 
tions, the physician should be alert to the task of 
educating industry in particular to the ability of the 
injured worker to perform definite duties. 


or irregular bowel habits. 


BOWEL 


is often the result of unconscious fear induced by prudish notions, pruritus ani 


YOUNG’S RECTAL DILATORS 


have been found very effective in breaking the impulse of the rectal muscle 
to keep itself locked. Sold only by prescription. Obtainable at your surgical 
supply house; available for patients at ethical drug stores. Set of 4 graduated 
sizes, adult $3.75, children’s $4.50. Write for Brochure. 


YOUNG & COMPANY, 416 E. 75th St, Chicago 19, Illinois 
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No longer is the administration of antirachi- 
tic medication a problem for busy mothers. 
The convenience and economy of once-a- 
month dosage as provided in 


Ol 
ORdiatric 


are obvious. Infron Pediatric taken once a 
month, is adequate prophylaxis against 
rickets and other calcium deficiencies. 

Infron Pediatric is readily miscible in the 
infant’s feeding formula, milk, fruit juices, or 


water, and can also be spread on cereal. Each 
capsule of Infron Pediatric contains 100,000 
U.S.P. Units of Vitamin D— Whittier Process 
—especially prepared for pediatric use. 

Supplied in packages of 6 capsules—suffi- 
cient dosage for 6 months. Available at pre- 
scription pharmacies. 

The effectiveness and safety of Infron Pedi- 
atric are confirmed in the published work of 
Wolf, Rambar, Hardy and Fishbein. 


ETHICALLY PROMOTED 


REFERENCES 
Rambar, A. c., Hardy, L. M. and Fishbein,W.I.: J. Ped. 23:31-38 
(July) 1943 
Wolf, I. J.: J. Ped., 22:707-718 (June) 1943 
Wolf, I. J.: J. Ped., 22:396-417 (April) 1943 
Wolf, I. J.: J. Med. Soc. New Jersey, 38:436 (Sept.) 1941 


Infron is the registered trademark of Nutrition Research Laboratories 
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STATE VETERANS’ COMMITTEE 


meng sub-committee on Mental and Physical 
Health, headed by Dr. Peter F. Harrington of 
Providence, working with the State Veterans’ Re- 
training and Reemployment Committee, again calls 
the attention of the medical profession to the 
neuropathy clinic for veterans at the Charles V. 
Chapin Hospital. 

The following are the regulations under which 
patients will be treated at this clinic: 


1. The clinic will be conducted Monday and 
Friday mornings, by appointment, at the Pyscho- 
pathic building at Chapin hospital. 


2. The prospective candidate must make ar- 
rangements with the psychiatric department in 
advance in order to receive preferential rating. 
The psychiatric social service department will 
make these arrangements. 


3. All eligible candidates must have authoriza- 
tion from the Local Veterans’ Center, Veterans’ 
Administration, or the Red Cross. 


4. They must have on hand, on the initial visit, 
pertinent data covering the basic medical findings 
of the applicant. 

5. The service is purely Out-patient. 

(Note: Request For and Consent. To Release of In- 


formation from Claimant’s Records (Form 3288) may be 
obtained from the Veterans’ Administration.) 


LOCAL COMMITTEE CHAIRMEN 
ON PHYSICAL AND MENTAL HEALTH 


C. Paul Bruno, M.D., Bristol 

Stephen Emidy, M.D., Burrillville 

Catherine Zouraboff, M.D., Cranston 

(Member of committee—Not Chairman ) 

Fenwick G. Taggart, M.D., East Greenwich 

Foster C. True, D.O., Exeter 

E. J. Monti, M.D., Johnston 

Donald D. Osborne, D.M.D., East Providence 
(Member of committee—Not Chairman ) 

James C. Callahan, M.D., Middletown 

Richard J. Kraemer, M.D., North Kingstown 

Francis E. Allin, M.D., North Providence 

Adrien Tetreault, M.D., Pawtucket 

Robert Henry, M.D., Pawtucket 

Berton W. Storrs, M.D., Portsmouth 

Arthur G. Randall, M.D., Scituate 

Charles E. Hawkes, M.D., Smithfield 

Charles H. Bryant, M.D., Tiverton 

Arthur E. Hardy, M.D., Warwick 

George B. Farrell, M.D., West Warwick 

Louis C. Cerrito, M.D., Westerly 


COMMITTEE ON PHYSICAL AND MENTAL 
HEALTH 


(of the State Veterans’ Retraining and 
Reemployment Committee) 


Peter F. Harrington, M.D., Providence, 
hairman 
Louis I. Kramer, M.D., Providence 
Cecelia Walsh, R.N., Providence 
Arthur H. Ruggles, M.D., Providence 
G. Edward Crane, M.D., Providence 
Joseph L. Belliotti, M.D., Providence 
John D. Wellman, Providence 
James P. Deery, M.D., Providence 
Henry S. Joyce, M.D., Providence 
John F. Regan, M.D., Howard 
Margaret Carberry, Providence 
John E. Farrell, Providence 
Nellie R. Dillon, R.N., Providence 
Temple Burling, M.D., Providence 
James C. Callahan, M.D., Newport 


WOONSOCKET HOSPITAL POLL 
concluded from page 815 


G. If you were a trustee of Woonsocket Hospital 
and knew that a large sum of money was 
needed for its modernization and enlargement 
in order to meet the public’s increasing needs, 
from what source would you seek the fund: 


Federal government? 17% 
State government ? 10% 
City government? 19% 
Public campaign? 54% 


H. If you were about to become a parent, where 
would you prefer to have your child born: 


At home? 4% 
At Woonsocket Hospital? 84% 
At a hospital elsewhere? 12% 


I. If you were making your will and were in a 
position to do so would you: 


Leaving nothing: to the hospital? 15% 
Leave something to the hospital ? 75% 
Make a large bequest to the hospital? 10% 
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Ackl, 22 Milligram: Nice 

Collokia} Tron Peptonaty 
HEMO-VITONIN is especially designed as a prophy- BeOomptex from rive brain ext 
lactic, intended to prevent anemia in conditions where — Vitamine By and me 
it is prone to occur; pregnancy, lactation, anorexia, than apdaalediges pets 


acute and chronic infectious disease, convalescence, “~ ted for the 


gastro-intestinal disorders (diarrheas, chronic gastritis 
peptic ulcer, etc.), special diets. : 
Alcohol, 14% HEMO.VITONIN| 
Liver C to 50 grams Fresh Liver (B-Complex + tron Liver} 
Vitamin B, (Thiamin Chloride), 1000 Int'l. Units 
Vitamin B: (Riboflavin), 2 MG. 
Vitamin Bs, 220 Gamma 
Pantothenic Acid, 1.2 Milligram 
Nicotinic Acid, 20 Milligrams 
Colloidal Iron Peptonate, 6.5 Grains 


Liver Concentrate 1:20. . . . . . . . 3Grains 

Vitamin B, (Thiamin Chloride) . . .° 1.5 Milligram : 
Vitamin B; (Riboflavin). . . . . . 2Milligrams 
Vitamin B, (Pyridoxine HCL. . . Milligram ESTER MAAN 

Niacinamide .... . . . . 20 Milligrams 


Pharmaceutical Chemists Since 1865 
WORCESTER, MASSACHUSETTS 
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HONORABLY 


RICHARD S. ARLEN, M.D., 359 Broad Street, Provi- 
dence 

Louis I. BEAUDOIN, M.D., 710 Main Street, Paw- 
tucket 

Ez1o J. BERNASCONI, M.D., 716 River Avenue, 
Providence 

REGINALD H. BOUCHER, M.D., 631 Daggett Avenue, 
Pawtucket 

E. ARTHUR CATULLO, M.D., 162 Academy Avenue, 
Providence 

L. ADDISON CURREN, M.D., 789 Park Avenue, Cran- 
ston 

MORGAN CUTTS, M.D., 9 Irving Street, Providence 

DONALD L. DENYSE, M.D., 922 Park Avenue, 
Cranston 

THOMAS A. EGAN, M.D., 135 Ardmore Avenue, 
Providence 

JAMES FALLON, M.D., Charles V. Chapin Hospital, 
Providence 

EDWARD A. FOSTER, M.D., 569 Power Road, Paw- 
tucket 

STANLEY S. FREEDMAN, M.D., Providence 

JOHN H. GORDON, M.D., 47 Cottage Street, Paw- 
tucket 

— HAVERLY, M.D., 841 Hope Street, Provi- 

ence 

F. CHARLES HANSON, M.D., 50 Olympian Avenue, 
North Providence 

FRANK C. JADOSZ, M.D., 112 Jastram Street, Provi- 
dence 

WALTER S. JONES, M.D., 165 Waterman Street, 
Providence 

JOsEPH C. KENT, M.D., 62 Marion Avenue, Edge- 


WILLIAM A. MAHONEY, M.D., 44 Montague Street, 
Providence 

H. MCCAUGHEY, M.D., 50 McGregor Road, 
Pawtucket 

GORDON E. MENZIES, M.D., 154 West Main Street, 
Wickford 

— MILLER, M.D., 105 Waterman Street, Provi- 

ence 

PARKER MILLS, M.D., 266 Smith Street, Providence 

MARDEN G. PLATT, M.D., 123 Massasoit Avenue, 
Riverside 

ROBERT J. WILLIAMS, M.D., 4415 I Street, Little 
Rock, Arkansas 


WAR DOCTORS FOR VETERANS’ 
ADMINISTRATION DUTY 


VETERANS ADMINISTRATION 
100 Fountain St., Providence 3, R. I. 
October 25, 1945 


Mr. John E. Farrell, Executive Secretary 
Rhode Island Medical Society 

106 Francis Street 

Providence 3, Rhode Island 


Dear Mr. Farrell: 

Thank you for your favor of October 24. I fear 
that my last letter to you was rather confusing. It 
was written by the Chief of Adjudication who is 
seeking to get doctors to serve on the Claims and 
Rating Board. Our doctors in the Veterans Admin- 
istration are really divided into two definite 
classes: those who serve under a Chief Medical 
Officer and those who serve under the Adjudication 
or Rehabilitation Officer. The doctors who serve 
in Adjudication or Rehabilitation work are only 
called upon to give their opinion as to the degree 
of disability based upon a record, or in the case 
of Rehabilitation, the feasibility for training. 

The managers had a conference with General 
Bradley in Boston some two weeks ago, and at that 
time I made a suggestion that contact be made 
with those doctors in the service from Rhode Island 
to ascertain if they would be willing to remain in 
the service for at least six months if they were 
assigned to the Veterans Administration on duty 
at or near their homes. General Bradley and Gen- 
eral Hawley seemed to think well of that idea, and 
that is why I suggested getting a list of the physi- 
cians who are in the service from Rhode Island. 

I want you to know how well the physicians in 
Rhode Island and southeastern Massachusetts have 
responded to the Veterans Administration call for 
help in this area. We now have a given number 
serving under a part-time or fee-basis contract so 
that we are able to keep our examinations and out- 
patient treatments.current. I think this is about 
the only office where this statement can be made, 
and I wish you would express to the Rhode Island 
Medical Society and all concerned my appreciation 
of their cooperation. 


Yours very truly, 
Davis G. ARNOLD, Manager 
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SUBSISTENCE ALLOWANCE FOR REFRESHER COURSES 


Mr. John E. Farrell, Executive Secretary 
Rhode Island Medical Society 

106 Francis Street 

Providence, Rhode Island 


Dear Sir: 

Mr. Reavey requested the undersigned to give 
you some information regarding the entitlement 
to subsistence allowance for graduate courses at 
night for resident physicians. 

Public Law 346, commonly known as the G. I. 
Bill of Rights, sets forth very clearly that any vet- 
eran who was under 25 years of age at the time of 
his enlistment and served on or after September 16, 
1940, under honorable conditions, is deemed to have 
had his education impeded, delayed, interrupted 
or interferred with, and the veteran shall have 
served 90 days or more exclusive of any period he 
was assigned for a course of education or training 
in the Army Specialized Training Program or the 
Navy College Training Program, which course 
was a continuation of his civilian course and was 
pursued to completion, Veterans Administration 
Instructions set forth that payments under this Law 
shall be based on the following: For any training 
less than 6 hours, no payment; 6 to 11 hours 4 of 
full payment; 12 to 17 hours 14 of full payment; 
18 to 24 hours 34 of full payment; 25 or more 
hours per week full payment. This is for institu- 
tional training. 

Any veteran over 25 years of age at the time of 
his entrance into service must submit satisfactory 


VETERANS ADMINISTRATION 
100 Fountain St., Providence 3, R. I. 
October 6, 1945 


evidence to show that his education or training 
was impeded, delayed, interrupted or interferred 
with, in order to receive training beyond 1 year. 

A basic schedule .for on-the-job-training is as 
follows: 

Full payment on the basis of 36 hours or more 
per week, and no paynient for less than 9 hours 
per week. Resident physicians in hospital will be 
considered on-the-job-training and not institutional 
training and there would be no allowance made 
for tuition, but there would be an allowance for 
books and equipment, not to exceed $50. However, 
if the hospitals wish to offer training and educa- 
tion under Public Law 346, they must make appli- 
cation for approval with the Director of Educa- 
tion. If he approves the hospitals as educational 
institutions, tuition can be charged the same as is 
charged for other students pursuing the same 
course of training. 

Trusting this information is what you desire. If 
not, and there is anything further we can give you, 
feel free to call upon us. 

Very truly yours, 
H. P. MARA, 
Chief, Vocational Rehabilitation and 
Education Division 


CITATIONS 
May 27, 1945 


Captain BENJAMIN SELTZER, 0478514, Medi- 
cal Corps, 2d Infantry Regiment, United States 
Army. For distinctive heroism in connection with 
military operations against the enemy on Decem- 
ber 26, 1944, in the vicinity of Berdorf, Luxem- 
bourg. Although the town was not cleared of the 
enemy, and defying concentrated enemy artillery 
fire, Captain Seltzer, a battalion surgeon, moved 
his aid station over roads which were exposed to 
enemy observation. Entering the town during the 
artillery shelling Captain Seltzer abandoned 
thoughts of personal safety and oblivious to great 
danger, treated and evacuated all casualties before 
nightfall. His fearlessness, skill, and promptness 
alleviated prolonged suffering and saved many 
lives, reflecting great credit upon himself and the 
Medical Corps. Entered military service from 
Rhode Island. 

& 
July 2, 1945 

Captain BENJAMIN SELTZER, 0478514, Medi- 
cal Department, Medical Detachment, 2d In- 
fantry Regiment, United States Army. For dis- 
tinctive heroism in connection with military oper- 
ations against the enemy on May 7, 1945, near 
Wallern, Czechoslovakia. When informed of 
casualties which had been sustained by occupants 
of an armored car, Captain Seltzer, a battalion sur- 
geon, unhesitatingly advanced two miles beyond 
our lines to a point 200 yards from an enemy 
strongpoint in an effort to reach the stricken men. 
With complete disregard for personal safety and 
despite previous warnings of spasmodic sniper fire, 
Captain Seltzer approached the vehicle to find one 
man mortally wounded and the other unharmed. 
Shortly thereafter, the enemy soldiers emerged 
from a wooded area and negotiated a formal sur- 
render with Captain Seltzer. His courage and de- 
votion to duty reflect great credit upon himself 
and the Medical Department. Entered military 
service from Rhode Island. 


Select Diamond 
Jewelry this Year 


Select your most important gift 
from our showing of fine diamond 
jewelry. Beautiful rings, brooches, 
bracelets, set with fine gem stones 
give a lifetime of happiness. 


FRED B. THURBER 
A. RONALD REED 
Certified Gemologists 


TildenThurber 


Registered Jewelers, American Gem Society 
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MAKE “INSTRUCTIONS” PAY 


WITH -CO-ppay 
USE THIS NEW PROFESSIONAL COMBINATION PACKAGE 


_ @ Progressive dentists everywhere will 
appreciate the significance of this new Py-co-pay 
Combination! Used as an adjunct to oral hygiene ADULT SIZE 
instructions, Py-co-pay will— Includes $.50 Size Py-co-pay 
1. Doubly emphasize the importance of proper oral Brush, and $.50 Size Py-co- 
cleansing equipment. pay Powder. 
2. Help the patient remember his dentist’s instruc- = $950 ° il $9500 
tions... remember his dentist. 
3. Serve as a daily reminder to visit his dentist JUNIOR SIZE 
regularly. Includes Junior Py-co-pay 
A supply of the new Py-co-pay Professional Com- Brush and Professional Trial 
bination Kits can be shipped to you without delay. Package Py-co-pay Powder. : 
Simply indicate the quantity you desire on the cou- on | 30 . per $1950 
pon below. Start making your “instructions” pay doz. gross 


—with Py-co-pay! 1 
ENCLOSE BUSINESS CARD OR LETTERHEAD ' 
COD. 
PYCOPE, INC., 2 High Street, Jersey City 6, N. J. Chath 
pine Py-co-pay ADULT SIZE Professional Combination Packages with ° 
, Nylon No. 1 Medium_______ No. 2 Hard__ No. 3 Extra Hard__; or Ce 
Natural (Extra Hard) (Specify texture of brush in Adult Size Packages) n 
——doz. JUNIOR SIZE Packages. Vi 
Dr. di 
Add: City. State. re 
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DISTRICT MEDICAL SOCIETY MEETINGS 


PAWTUCKET MEDICAL ASSOCIATION | 

The regular meeting of the Pawtucket Medical 
Society was called to order by the President, Dr. 
Kalcounos, on Friday evening, September 28, 1945, 
at 8:30 p. m. 

The minutes of the last meeting were dispensed 
with. 

Dr. Kalcounos called upon Dr. Mara, a member 
of the House of Delegates, to report on the last 
meeting of that body. After giving his report, Dr. 
Mara moved that the President be allowed to ap- 
point a representative to the newly formed House 
Committee on Public Relations. The motion was 
seconded and passed. 

The President then called upon Dr. Jesse P. 
Eddy of Providence who presented an interesting 
paper on his “Experiences with Sympathectomies.” 
He defined the word sympathectomy, and gave a 
resume of the anatomy and physiology of the sym- 
pathetic nervous system. He presented case his- 
tories and showed how sympathectomies could be 
of value in treating vasospastic disorders of the 
extremities and in treating hypertension. The cases 
were then discussed by the members of the society. 

A buffet supper was served. The meeting was 
adjourned at 10:30 p. m. 

J. Rowe, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 

A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, October 1, 1945. The meeting was called 
_to order by President B. Earl Clarke at 8:30 p. m. 

The Secretary read the minutes of the previous 
meeting of the Association. 

The President called for the report of the Com- 
mittee on Entertainment. Dr. Herman P. Gross- 
man announced that the Committee on Entertain- 
ment had voted to revive the annual Golf Tourna- 
ment and dinner of the Association which had been 
omitted during the past three years owing to war 
conditions. He announced that the Golf Tourna- 
ment would be held at the Agawam Hunt Club on 
Wednesday, October 17, in the afternoon and a 
dinner will be held that evening at the Club. He 
reported that prizes would be awarded and the win- 
ner of the Golf Tournament would receive the 
President’s Trophy. 


The Secretary reported for the Executive Com- 
mittee that it recommended for election to active 
membership the following doctors : 

Thomas C. McOsker, M.D. 
Hattie G. Wolfe, M.p. 
Photius D. Mamos, m.p. 
Albert L. Lagerquist, M.p. 

Dr. Henry E. Utter moved the unanimous elec- 
tion of these physicians as members of the Provi- 
dence Medical Association. The motion was sec- 
onded and passed. 

The President announced that he had appointed 
Committees to prepare the Association’s tribute to 
members who have died since the last meeting. His 
appointments were as follows : Drs. Michael Nestor 
and Joseph C. O’Connell for the late Dr. William 
Hindle; Drs. Harold Libby and Joseph Webber 
for the late Dr. Anna Topaz; Drs. Daniel Young 
and Arthur E. Hardy for the late Dr. Raymond 
Luft; Dr. Andrew Mahoney for the late Dr. Wil- 
liam S. Streker; and Drs. John C. Myrick and 
Edwin B. O’Reilly for the late Dr. Francis H. 
McCaffrey. 

The President reported that the tribute to the 
late Dr. McCaffrey had been filed with the Secre- 
tary by Drs. Myrick and O’Reilly. 

The President called upon ‘the members in at- 
tendance at the meeting to rise for a minute of 
silence as tribute to the diseased member. 

Dr. Andrew Mahoney announced that he had 
prepared the tribute to the late Dr. William S. 
Streker, and at the suggestion of Dr. Chase, Dr. 
Mahoney was asked to read the tribute to the 
membership. 

The President called attention to the fact that 
some of the members of the Association are begin- 
ning to return from the armed forces, and he noted 
the attendance in the audience of Dr. Walter S. 
Jones, the first member of the 48th Evacuation 
Hospital to return to civilian practice. 

The business meeting completed, Dr. Clarke in- 
troduced Dr. Philip Batchelder, Chief of X-Ray 
Therapy, Rhode Island Hospital, who presented 
the topic, “Doctor, Your X-Ray Burned My Pa- 
tient.” Dr. Batchelder stated that the term “X-ray 
burn” is a misnomer and that the word ‘“‘reaction” 
more exactly expresses the situation. Severe re- 


actions, often called “burns,” are frequently un- 
continued on page 837 
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Roentgenographic studies after 
barium meals may do much to qualify a laxative 
for your further consideration. For your inspec- 
tion, excellent visual records are available in 
support of EMopEx. Nevertheless, every physician 
knows that such studies are not the final proof of 
laxative action. The final proof lies in your own 
experience. On request, you will receive a free, 
full-size trade package of EMopEX for trial in 
your practice. 


Each EMODEX tablet contains aloin 1/12 gr., extract cascara 
sagrada 1% gr., extract rhubarb 114 gr. and phenolphthalein 4 
gr. with excipients and coating, It is indicated in habitual or 
chronic colon constipation. 


DOSAGE: Adults: 3 tablets with water at bed- 
time. Older children: 1 or 2 tablets. Caution— 
any laxative is contraindicated if symptoms 
of appendicitis or intestinal obstruction are 
present. 


HOW SUPPLIED: Bottles of 50. tablets. 
Emodex is not advertised to the laity 


CHARLES RAYMOND & CO., Inc. 

381 Fourth Avenue, New York 16, N. Y. 
Dear Sirs: Please send literature and a free, full- 
sized trade package of EMODEX. 

1 1 am also interested in bronchial asthma 
therapy. You may include corresponding mate- 
rial on PARASMA, 


RIMJ-11 
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PROVIDENCE MEDICAL MEETING 

F continued from page 835 
avoidable in treating malignant conditions ade- 
quately. Colored lantern slides were projected 
showing various stages of X-ray reaction and their 
eventual clearing. 

The President introduced Dr. Charles F. Branch, 
Dean of the Boston University School of Medicine, 
who addressed the Association on the subject of 
“Global Medicine.” 

Dr. Branch told something of the program 
undertaken just before the war and early in the war 
by the American Association of Medical Colleges, 
in an effort to improve the teaching of tropical 
medicine to students and young doctors. 

The Markel Foundation financed an extensive 
study of such diseases, including sending of doctors 
to Central and South America. Considerable help 
was obtained from the hospitals of the United Fruit 
Company. This organization has done a wonderful 
job in preventive medicine in Central America. 

Dr. Branch reported some interesting sidelights 
on the teaching of medicine in some parts of Cen- 
tral America. He expressed the opinion that there 
probably is very little danger of serious outbreaks 
of malaria following the return of veterans from 
the Pacific and other areas where the incidence of 
malaria is very high. 

He believes, however, that small outbreaks of 
amebic dysentry may occur when carriers return to 
civilian occupations, especially as food handlers. 
Dr. Branch showed a number of colored slides of 
various tropical diseases and replied to questions 
asked from the floor. 

The meeting adjourned at 10:55 p. m. 

Collation was served. 

Frank W. Dim M.D., Secretary 


WASHINGTON COUNTY 
‘MEDICAL SOCIETY 

The midsummer meeting of the Washington 
County Medical Society was held July 11, 1945, 
at the Dunes Club, Narragansett Pier. 

The attendance was very good and several guests 
were present. 

Dr. Linwood H. Johnson, Dr. Hartford P. Gon- 
gaware, and Dr. J. R. Tatum were appointed a 
committee to bring the By-Laws and Regulations 
of the Society up to date and have them printed. 

There was some discussion and clarification of 
the new regulation which requires a member in 
good standing to attend two business meetings a 
year, 

A very interesting paper on “Hematuria” was 
tead by Dr. E. A. Sayer of Providence. This was 
followed by discussion by several members. 

Dinner was served, and the members enjoyed 
the fine hospitality of the Club in the afternoon. 


the first and second quarters of the year were 
continued on page 839 


A. B. MUNROE DAIRY 


HOMOGENIZED 
MILK 


A general: purpose milk 
produced under strictest 
sanitary requirements, and 
subjected to the process of 
homogenization so that your 
patients may enjoy the ad- 
vantages provided by milk 
of this type. 


Features Your Patients 
Will Appreciate 


@ Every glassful has its full quota of 
wholesome nourishment. 


@ Tastes richer—same amount of 
cream in every drop. 


@ Improved texture — more appetite 
appeal. 


@ Encourages youngsters to drink more 
milk. 

@ Simplifies task of fixing baby’s bottle. 

@ Improves soups, custards, puddings. 


@ Ideal for all — as it offers wholesome 
nourishment and uniform proportion 
of cream. 


A. B. Munroe Dairy 


102 Summit Street East Providence, R. I. 


Tel.: East Providence 2091 
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* RITTER * 
* * GENERAL PRACTITIONER OUTFIT * * 
WITH X-RAY 


To-day, modern equipment — greater efficiency, indicate SKILL. 
Be up-to-date, modern facilities influence YOUR importance in the office. 
Be able to offer More Complete Modern Service 


Seeing is believing — from the patient’s point of view! 
Be able to give complete X-Ray diagnosis of extremities. 


Radiography as a means of diagnosis impresses the patient with 
the accurateness of your procedure, and incidently you earn 
a greater income. 


* INSTALL RITTER EQUIPMENT * 
Get the MAXIMUM out of your practice NOW! 


Medical and Hospital INC Supports—Sick Room 
Supplies . Supplies 


624 Broad Street = Across from St. Joseph's Hospital PROVIDENCE 
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WASHINGTON COUNTY MEDICAL MEETING the outstanding social events in the history of the 
continued from page 837 Association. ‘ 

dnd h 1 Bl C ovelii Among those in attendance at the dinner in the 

exceeded as the tota ue ross membership evening were several members serving with the 

reached the 18,800,000 mark by the first of last July. ane forces who ive pace on bg ere 
eave, or were station near Providence. in this 

The — problem now facing the hospital — group were Lt. Comdr. Edmund Laurelli, Lt. Ed- 

ice plans is how to hold their enrollments in the face mund Hackman, Captain Frank Jadosz, Lt. Comdr. 

of termination of war contracts resulting in occu- Fred Riley, and Captain H. E. Darrah. 

pational transfers for hundreds of thousands of The summary of net scores posted by the golfers 

follows: 

workers. * * * Metropolitan Life sta- 

tistics show that the expectation in years of life MEMBERSHIP DIVISION 

has gained 17.77 since 1911-21, and 30.40 years C. B. Leech 

since 1879-1889. * * * The Connecticut V. J. Ryan 

State Medical Society has incorporated its medi- Alfred Conte 

cal service plan, thus becoming the third New Eng- Richard McCoart 


land state to promote voluntary medical-surgical 


insurance under medical society sponsorship. Mas- W. P. Shields 


sachusetts initiated its program two years ago, and 

New Hampshire last year. P. FE. 
Stanley Davies 
R. C. Hudson 


ANNUAL GOLF TOURNAMENT F. W. Dimmitt 


P. T. Hill 
REVIVED Edward Dougherty 


More than eighty members of the Providence G. F. Creamer 
Medical Association and their guests turned out Fred Coughlin «0.0... 
for the first golf tournment and dinner to be held 
under the Association’s auspices since the war in- 
terrupted the annual event in 1942. The Presi- 
dent’s trophy, awarded this year by Dr. B. Earl 
Clarke, was won by Dr. Clifton B. Leech who 
turned in a net score of 68 to lead the large field of 
competitors who toured the Agawam Hunt course. 
Low gross score honors went to Dr. Richard 
McCoart. 
erman P. Grossman, and with Drs. ph Di- ] 
leone, E. Wade Bishop, Carl D. Sawyer, and ex- 
officio Dr. Nathan Bolotow, turned in a splendid B. E. Clarke 
program in the evening to make the affair one of 


METRAZOL - ORALLY OR BY INJECTION 


Metrazol Tablets, Oral Solution and 
Powder for prescription compounding. 


COUNCIL ACCEPTED 


For circulatory and respiratory support 
in the emergencies of congestive heart 
failure or infectious disease prescribe 
Metrazol, tablets or in solution. In ex- 
treme cases oral administration may be 
supplemented by injections. 


DOSE: 114 to 414 grains (1 to 3 tablets, or 
1 to 3 cc. oral solution) t.i.d. Ampules 1 cc. 


1 (P, ay! 1) T. M. reg. U. S, Pat. Off. 


BILHUBER-KNOLL CORP. ORANGE, NEW JERSEY 


_ 
|| 
Metraz0 


HOW YOUR PATIENT CAN OBTAIN 


IN NASAL 
AND SINUS 
INFECTIONS 


WRONG 


When the patient instills nasal medica- 
tion in an upright position, it runs 
along the floor of the nose, and does 
not reach many of the engorged areas 
where it is most needed. 


RIGHT 


But when the patient assumes a 
dependent, head-low posture, 
Paredrine-Sulfathiazole Suspension 
spreads rapidly and evenly, effect- 
ing prompt vasoconstriction and 
prolonged bacteriostasis precisely 
where they are needed most. 
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SUPPLEMENTAL FOOD RATIONS—REVISED SCHEDULE 
(Effective October 15, 1945) 


MAXIMUM FOOD RATIONS FOR ILLNESS WITHIN WHICH WAR PRICE AND 
RATIONING BOARDS HAVE JURISDICTION WITHOUT REFERRAL 
TO THE MEDICAL ADVISORY COMMITTEE 


(These figures are granted in addition to the regular consumer ration book allowance.) 


Diagnosis 


Column I 
Red points if 
non-rationed 
(poultry and 

fish) foods are 
available 


Column II 
If poultry and 
fish are not 
available add the 
following points 
to Col. I 


Absolute red 
point maximum 
obtained by add- 
ing Columns 

Tand II 


Maximum 
period of 
certification 


Diabetes Mellitus 22 4 26 1 year 


Active Tuberculosis 11 4 15 1 year 


Chronic Nephritis 
(nephrotic type) * 11 7 
Chronic Suppurative 
Diseases} 0 4 4 
Burns and Gastro-intestinal 
Lesionst 0 4 
*This group also includes cirrhosis of the liver, severe hepatitis and chronic ulcerative colitis. 
+This group also includes empyema, osteomyelitis, extensive suppurative lesions of soft parts, subcutaneous tissues 
or muscle and those infections in which there is profuse pus formation. 
This includes those cases where an operation has been performed on the stomach, intestine or colon for ulcers or 
cancer, or those cases where there are high intestinal fistulas. ; 


18 1 year 


10 weeks 


4 10 weeks 


EFFECTIVE 
ESTROGENIC 
MANAGEMENT 


e e e 
Schieffelin 
BENZESTROL 


4 di hydroxyphenyl,.3 ethyl hexane, 
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: of managemen of the Climacteri. Patienr, 
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The Purple Heart—awarded to persons wounded in action against the enemy 


HE GUNS are silent once more. For the men with the guns, the war is 
YT am over. But for the thousands of medical men in the service, the war still 
{ ia goes—their “war in white” in behalf of the wounded, the wearers of the 
Jee Purple Heart. Doctors that they are, of medicine and morale, they well 
? know how much a cigarette can mean to an in- 
valid soldier. And servicemen that they are, as 
well, these doctors know what a big favorite 
Camels have been, and are, 
with men in all the services. 


Camels 


COSTLIER TOBACCOS 


R. J. Reynolds Tobacco Company, Winston-Salem, North Carolina 
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AMENDMENTS TO THE BY-LAWS 
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_AMENDMENTS TO THE BY-LAWS 


At the meeting of the House of Delegates on September 27, 1945 the following amend- 
ments to the By-Laws were approved to be submitted to the membership of the Society 
at its next meeting: (changes are noted in italics) 


ARTICLE X 
STANDING COMMITTEES AND BOARDS OF TRUSTEES 


Section 1. NAMED. — The standing committees 
of the Society consist of the following: 
(1) Committee on Scientific Work and An- 
nual Meeting 
(2) Committee on Public Laws 
(3) Committee on Publication 
(4) Committee on Postgraduate Education 
(5) Committee on Medical Economics 
(6) Committee on Industrial Health 
(7) Committee on the Library 
(8) Committee on Public Policy and Rela- 
tions 
(9) Trustees of the Rhode Island Medical 
Society Building 
(10) Trustees of the Caleb Fiske Fund 
(11) Trustees of — Funds 
(12) Auditors 


Section 2. REQurRED Reports. — Each of these 
Committees shall at the May meeting of the House 
of Delegates report in writing concerning its ac- 
tivities during the past year. The Trustees of the 
Caleb Fiske Fund and the Trustees of the Special 
Funds shall report to the Council. 


Section 3. Vacancies. — If an elected commit- 
teeman dies, resigns, is removed or fails, his suc- 
cessor shall be elected in accordance with the. pro- 
cedure set forth for the election of members to the 
respective committees. 


Section 4. ELEcTION oF MemBeErs. — The 
Standing Committees on Scientific Work and An- 
nual Meeting, Public Laws, Publication, Postgrad- 
uate Education, Medical Economics, Industrial 
Health, Public Policy and Relations, and the Li- 
brary, shall consist of the President and the Sec- 
retary, ex officio, one member elected to each of 
the committees by each of the district medical 
societies from its membership of Fellows of the 
State Society, and three members-at-large to be 
elected by the House of Delegates from the roster 
of Fellows of the Society who are members of the 
Providence Medical Association. 

Section 8. PostcrapuATE Epucation. — The 
Committee on Postgraduate Education shall act in 
conjunction with the Council to provide post- 


graduate clinics, courses and other instruction for 
the component societies and the members of this 
Society. 

Section 12. Pustic PoLicy AND RELATIONS. — 
The Committee on Public Policy and Relations 
shall concern itself with all matters of public pol- 
icy, public: relations, education and information 
relative to medicine and public health. 


ARTICLE V.— OFFICERS 


SecTION 11. TREASURER.— ; (3) at the 
Council meeting preceding the meeting of the 
House of Delegates in September to present to the 
Council, for its approval, a budget of necessary 
expenses of the Society for the ensuing year and 
to pay alt bills within the scope of the approved 


E. P. ANTHONY, INC. 
Druggists 


178 ANGELL STREET 
PROVIDENCE, R. I. 


STARKMAN’S LAB. SERVICE | 


A complete blood and urine laboratory service 
«that is fast and reliable. 

ASCHIEM—ZONDEK and blood containers sup- 
plied free of charge on request. 


HOUR PREGNANCY 
TEST SERVICE 
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amphoterie gel developed to meet the 


requirements of modern therapy of 
LUDOZAN consists of hydrated sodium: lar 


which exerts smooth buffering action and. gece pepsin 


to nullify the digestive effect of the proteolytic ensyme, 
LUDOZAN rapidly neutralizes excess gastric acidity — 
and maintains it es a low level without danger of acid 


Available in two.forms — tablets 
with or without belladonna — LUDOZAN is readily 
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OR ION » BLOOMFIELD,N.J. 


THROUGH THE MICROSCOPE 


Hill-Burton hospital building measure got 

the green light from the Senate Committee on 
Education and Labor which redrafted the measure 
in part to provide seventy five millions in Federal 
Funds in each of the next five years, to be matched 
by about sixty-four millions annually from appli- 


©) @cants within the states and territories ***** And 
|@ speaking of hospitalization all previous enrollment 


HB records for the- first and second quarters of the 
im year were exceeded as the total Blue Cross mem- 


= Mm bership reached close to the 19 million mark ***** 


and incidentally why did the Rhode Island Blue 
Wm Cross replace directors Dr. William Hindle and 
5m Dr. Douglas P. A. Jacoby with laymen, thus leaving 


TB the medical representation one of the smallest for 


amy Blue Cross plan in the country? ***** The 
em United States Public Health Service has an- 
Pw ounced the appointment of three of its members 

@ 0 assist the Surplus Property Board in adminis- 
tering the provision of the act giving special con- 
sideration to-the needs of tax-supported and tax- 
exempt organizations for surplus property suitable 
for health protection use. ***** Many Congressmen 
are reported to feel that the Wagner-Murray bill 
isdead for this session of Congress as it appears 
doubtful that the Ways and Means Committee to 
which the bill was assigned will get around to hold- 
ing any hearings on the measure (at least that is the 
opinion of the United Public Health League’s 
Washington representative ) ***** The Connecti- 
tut State Medical Society has incorporated its 
medical service plan, thus becoming the third Néw 
England state to promote voluntary medical-surgi- 
al insurance under medical society sponsorship. 
Massachusetts initiated its program two years ago, 

mgd New Hampshire last year. ***** Metropoli- 
=) Life statistics show the expectation in years of 

aie has gained 17.77 since 1911, and 30.40 years 
since 1879-89, *#**+* New amendments to the EMIC 
fegram make it possible to authorize maternity 
me for the wife of a service man provided he was 


Hm" active service in the armed forces and in one of 


the lower four pay grades at any time during her 
pregnancy. ***** Under the terms of the second 
amendment it will no longer be possible to utilize 
hospital and/or medical insurance proceeds for 
payments, as in all cases both medical and hospital 
care must be paid with EMIC funds. ***** Just 
what is behind the paid advertisements in news- 
papers throughout the country sponsored by the 
International Latex Corporation of Dover, Dela- 
ware, championing in some instances federal health 
legislation? ***** One of the best demonstrations 
now underway to bring adequate medical care to 
those who cannot afford to pay for it, without de- 
pending on Federal assistance, is that being car- 
ried forward in Maryland where a Bureau of Medi- 
cal Services is organized by law under the State 
Department of Health. ***** Anticipating a severe 
winter with critical fuel shortages in Europe, 
UNRRA doctors are immunizing the displaced 
persons in Germany for typhus, diphtheria, typhoid 
and smallpox. ***** The lack of a national medi- 
cal care plan has often resulted in the failure by 
both hospital plans and medical care plans to sign 
up large companies wishing to insure all their em- 
ployees regardless of what part of the country they 
worked in. Watch for developments on this prob- 
lem when the House of Delegates of the AMA 
convenes in Chicago the first week in December. 
***** Radiologists throughout the country have 
been concerned of late with the sharp increase in 
premiums for malpractice insurance. ***** The 
smoke pollution attack launched by the Providence 
Medical Association has been taken up by the Civic 
Planning and Traffic Board and a report will be 
forthcoming before the end of the year. ***** The 
adoption of the new measure introduced in Con- 
gress to establish a department of Medicine and 
Surgery in the Veterans’ Administration would be 
one of the most progressive steps in needed im- 
provement in this important organization. ***** 
Vermont is the only state in New England that 
has a written fee schedule for Workmen’s com- 
pensation cases.***** 
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PENICILLIN OINTMENT 
SCHENLEY 


It, is possible by topical application to reach local levels of penicillin 
activity far in excess of the highest ranges maintained by intravenous 


and intramuscular administration. 


Penicillin Ointment Schenley is indicated in the treatment of 
superficial infections of the skin caused by penicillin-sensitive organ- 
isms. In deep-seated pyogenic infections with penicillin-sensitive 
organisms, the ointment may be used as an adjunct to systemic peni- 


cillin therapy and other measures. 


When you specify Penicillin Ointment Schenley, you are assured 
of the highest standard of excellence, because Schenley Laboratories 
maintains the same rigid program of control for this ointment as it 


has always maintained for Penicillin Schenley. 


SCHENLEY LABORATORIES, INC. 
Executive Offices: 350 Fifth Avenue, New York City 


Your Local Distributor for PENICILLIN OINTMENT SCHENLEY is: 
Providence---THE CLAFLIN CO. | 


850 

AXS a 
4 Oru 
Q 
| 
| 


